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Abstract 
      Specialised dementia care within the residential aged care sector has 
undergone significant change over the last few decades. One important shift is in the 
way that aged care providers market their services in offering specialised care 
including dementia care. In New South Wales, in 2011, the Department of Health 
reported that some Residential Aged Care Providers were remodelling their facilities 
to provide appropriate and improved services for people with dementia. Not all 
healthcare providers, however, were doing so and an increased demand for 
specialised dementia support infrastructure continues to be unmet. In a similar 
manner, the report notes that very few Residential Aged Care Facilities (RACFs) are 
organised to handle Behavioural Symptoms of Dementia (BSD) and in particular, 
wandering. The aim of this research was to gain insight into the perceptions and 
practices around the direct care giving experiences of care staff who provide care in 
RACFs to people with dementia who wander.    
     This research adopted a social interpretive framework informed by 
symbolic interactionism and dramaturgy. Data were generated from eleven focus 
groups conducted with 48 nursing staff at four Sydney metropolitan RACFs. Data 
were analysed using a symbolic interactionist lens and open and focused fracturing 
of data methods of Charmaz (2011).  
       The key finding was that a social order of practice was constructed in the 
RACFs through participant interpretations of spatial and temporal frames within the 
RACF setting. The participants used space and time to organise and mediate the 
ways in which they worked with people with dementia who wander. The 
construction of care was also positioned within the social order of the organisation 
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and the broader regulatory environment. Thus there existed a tension between the 
organisation of care work in the RACF and the person-centred care approach as 
advocated by the residential care industry and the nursing profession. The research 
found that the construction of nursing care within a RACF environment is 
predominantly framed by efficiency measures that privilege linear clock time and 
habitual practice over the flexibility required for a person-centred approach to caring 
for people with dementia who wander.  
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 Introduction 
 This introductory chapter contextualises the research project by providing a 
brief background to current dementia care and the social nature of care delivery for 
people with dementia who wander within RACFs. The chapter also outlines the 
justification for the research and the purpose of exploring the social interplay and 
dynamics underpinning nurse caring interventions for people with dementia who 
wander into the spaces of others. Finally an overview is provided of the chapters that 
constitute the thesis structure.  
 BACKGROUND 
 As the proportion of older Australians increases so too will the prevalence of 
dementia. The Australian Institute of Health and Welfare [AIHW] (2012) reported 
that more than half of all residents accommodated in RACFs have been found to 
have a diagnosis of dementia, with half of all residents requiring the “highest level of 
care for activities of daily living” (p.178). By 2050, it is predicted that almost 
981,000 Australians will have been diagnosed with dementia (AIHW, 2012a). In 
2011, the New South Wales Government released the NSW Dementia Services 
Framework, 2010-2015, that predicted that by 2016 dementia will have become the 
main cause for disability outpacing both cardiovascular disease and cancer (AIHW, 
2012a). This mark has already been reached as dementia is now the main cause for 
disability in Australia (AIHW, 2012a).   
 The World Health Organisation (WHO) International Statistical 
Classification of Diseases and Related Health Problems (ICD -10) (2010) describes 
12 
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the term dementia as a brain disease which is both progressive and chronic. With this 
disease the brain is affected by altered memory, judgement, orientation and 
comprehension. As the American Psychiatric Association (2013) points out, the term 
dementia is classified as “Major and Mild Neurocognitive Disorders” where there is 
evidence of; “significant cognitive decline from a previous level of performance in 
one or more cognitive domains complex attention, executive function, learning and 
memory, language, perceptual-motor, or social cognition” (p. 602). In addition, the 
ADI (2009, p.6) refers to dementia as a collective term to identify not one particular 
illness or disease but a syndrome that is connected to over 100 different diseases that 
affect brain function.  
  As the ADI (2009, p.14) note, the onset of dementia varies according to the 
type of dementia diagnosed. The most common forms of dementia are Alzheimer’s 
disease, vascular disease, frontotemporal dementia and dementia with Lewy bodies. 
Alzheimer’s disease accounts for over half of all cases of all cases and vascular 
dementia is the second most common form accounting for up to 30 % of all cases. 
Frontotemporal dementia makes up approximately 10% of all cases and the fourth 
most common type of dementia is dementia with Lewy bodies that contributes 5 % 
of all cases. However, the ADI (2009, p.14) also reports that many people with 
dementia may have a mixed type presentation of dementia. This means that they may 
have a combination of vascular type dementia and Alzheimer’s disease or dementia 
with Lewy bodies and Alzheimer’s disease. 
 It is important to note that each type of dementia presents in a slightly 
different way. The ADI (2009, p.14) explains that, for example, the start of 
Alzheimer’s disease is more common in women with a slower onset consisting of 
“short term memory loss, apathy and depression” and a gradual decline. With the   
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vascular form of dementia, physical and mood changes are more prominent within 
the early stages and changes in memory usually follow. Changes in the vascular 
system are the cause of this disease, such as a stroke. Progression is considered a 
more tiered “step down” approach. 
 The ADI (2009, p.14), also explains that frontotemporal dementia differs as it 
is found more frequently in men with a younger onset. Here symptoms often include 
disinhibition, mood, and personality changes. Lewy body dementia is caused from 
the development of abnormal cells, called Lewy bodies (ADI, 2009, p.14) and can 
include changes in cognition and visual hallucinations. Changes within the brain and 
function are similar to symptoms of Parkinson’s disease.  
 Despite the differing presentations noted above, the dementia trajectory can 
be described as having three stages within the course of the illness. As explained by 
the WHO (2012, p. 7) and ADI (2009, p.18), the first stage is defined as the “early or 
mild stage” and occurs within the first year or so. During this stage memory changes 
may begin with forgetfulness or becoming lost in familiar places. These changes may 
be very slight and family or friends may believe that the person is just getting older. 
Changes in motivation and mood can occur with loss of interest in hobbies or with 
difficulties in making decisions.   
 As the ADI (2009, p.18) notes, the middle or moderate stage occurs within 
the second to fifth year of the illness. Symptoms can include more significant issues 
with memory loss and increased dependence. The person will require help with 
ADLs such as personal care. They will also need assistance with household chores 
and existing accommodation may become unsafe. It is during this stage that 
communication becomes more difficult with issues in word finding and difficulty in 
orientation to time and place. 
14 
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 The third stage is the late or severe stage (ADI, 2009, p.18) and manifests 
after the fifth year or so. At this time there is almost complete dependence. There is 
advanced memory loss, significant dependence with ADLS and incontinence. 
Recognition of familiar objects or people is lost with decreasing and minimal 
language skills.  
 The majority of people with dementia, according to Alzheimer’s Australia 
(2012,p. 5) are transferred to a RACF directly from hospital when care at home is  no 
longer an option due to increasing care needs. Gauler, Yu, Krichbaum and Wyman 
(2009, p. 191) note that increased dependence for assistance with ADLs and 
symptoms of behaviours are also predictive of admission to a RACF for permanent 
care. 
 However, a NSW Department of Health (2006) report on dementia related 
behaviours described the availability of current resources within the residential aged 
care industry, including staffing mix, as clearly insufficient for the management of 
people with dementia with behavioural symptoms. The report explains the term 
‘behaviours’ as those that are “harmful, disturbing or distressing to self or others” 
(NSW Heath, 2006, p.4). These behaviours were reported to be common in 
residential care with staff finding that caring for this cohort of people was labour 
intensive. Behavioural Symptoms of Dementia (BSD) is a further term used to 
describe such behaviours (NSW Heath, 2006, p.4) where symptoms include 
screaming, aggression, agitation, wandering, and restlessness.   
 Indeed, wandering has been identified as one of the main reasons for the 
placement of people with dementia in RACFs because constant supervision is a 
burden to informal carers (AIHW, 2011). The AIHW further notes that 60% of 
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residents with dementia in RACFs require staff assistance for behaviours including 
wandering (2011, p. 28).   
 Wandering is defined as “meandering, aimless or repetitive locomotion that 
exposes a person to harm and is incongruent with boundaries, limits or obstacles”. 
(North American Nursing Diagnosis Association, 2001, p. 206). It is a serious 
concern for carers due to associated risks such as increased falls, residents getting 
lost and injuries (Algase, Moore, Gavin-Dreschnack &VandeWeerd, 2007, p. 3; 
Hodgikinson, Koch, Nay & Lewis, 2007, p. 407). Safety for residents who wander is 
thus a major RACF staff concern (Beattie, Song & La Gore, 2005).  
 Beattie et al. (2005) suggested that the Need Driven Behaviour Model (NDB) 
(Algase et al., 1996) be implemented in care to conceptualise wandering behaviours. 
This is because, as Beattie et al. (2005) continue to note, wandering individuals are at 
risk of injury and also violence from fellow residents especially in settings where 
cognitively impaired and intact residents live together. 
 Of importance to this research was an understanding of staff perceptions of 
behavioural symptoms such as wandering. Wandering is a common behavioural 
symptom associated with dementia (Lee, Algase & McConnell, 2013) and has been 
identified as one of the most frequently occurring behavioural symptoms for people 
with dementia in residential care (Lee et al., 2013). The study conducted by Lee et al. 
(2013) found that wandering behaviour across 23 aged care facilities and among 142 
participants, who were people living with dementia, occurred, on average, three 
times every hour. Wandering behaviour is important because it is associated with 
high mortality, mobility and costs in care (Lee et al., 2013). In light of the above 
statistics and the consequences of the disease of dementia, more residential aged care 
places will be needed, as will more skilled staff, to care for residents with dementia. 
16 
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 CONTEXT 
There is rapid growth occurring within the residential aged care industry and it 
has undergone significant reform over the past decade within Australia. This has 
meant an expansion in the number of residential facilities that are being constructed 
and greater scrutiny of the adherence to processes of accreditation and standards of 
care (Australian Government Department of Health and Ageing [DoHA] 2013; Aged 
care Standards and Accreditation Agency [ACSSA] 2013). In line with this growth in 
the aged care sector, dementia care options are evolving with policy makers 
exploring the political and social aspects of the formal care context of dementia 
(Innes, 2002). 
 In a RACF environment, Algase, Beattie, Antonakos, Beel-Bates and Yao 
(2010) found that social factors such as staff combinations affect people with 
dementia who experience wandering behaviours. Behavioural symptoms such as 
wandering are considered an expression of an unmet need (Algase et al., 2010). As 
Algase et al., (1996) have argued, background and proximal factors are influential in 
exacerbating need driven behaviour. Background factors such as neurocognitive 
changes and personal characteristics are factors that are unable to be changed and 
proximal factors such as the social and physical environments are ones that can be 
altered to meet the needs of the person with dementia who wanders.   
 In relation to the RACF context, according to Mc Kenzie, Teri, Pike, LaFazia 
and van Leynseele (2012) care staff working with people with dementia, who display 
behaviours such as wandering are required to recognise and report behavioural 
symptoms. Mc Kenzie et al. (2012) continue to note that this increases burden, 
exhaustion, decline in work attendance and decline in health. A knowledge deficit in 
this area impacts as Jones, Moyle & Stockwell-Smith (2013) inform, on care 
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decisions and outcomes for the person with dementia within the RACF. Working in a 
RACF as Mc Kenzie et al. (2012) and Jones et al. (2013) claim can be demanding 
and staff perceptions and actions will be influenced by levels of knowledge, 
education levels and the degree of skill capacity to deliver optimum care. Where 
these facets are lacking, this can result in low team morale and have implications for 
practice when confronted with behaviours associated with dementia such as 
aggression and wandering (Beattie & Beel-Bates, 2007; Mckenzie et al., 2012; 
Karlsson, Sidenvall, Bergh & Bravell, 2013; Jones et al., 2013).  
  As Kolanowski, Fick, Frazer and Penrod (2010, p. 214) argue, the residential 
care setting can be impersonal and may place the resident at greater risk for events 
such as heightened aggression. Residents will often wander into the areas of others 
when not monitored leaving them vulnerable to insult and injury (p.185). Beattie et 
al. (2005) examined wandering behaviours of residents in 21nursing homes and 
assisted living facilities in the United States. While this quantitative study found that 
behaviours around wandering, when compared between high care nursing homes and 
low care assisted living facilities, were not statistically or significantly different, it 
highlighted the importance of staff recognising the risks to residents. Facility care 
staff are required to make decisions regarding the implementation of behavioural 
strategies thus placing an increased burden on daily care practices (Brodaty, Draper 
& Low, 2003).  
Increasingly, the NDB model, as informed by Algase et al. (1996), has been 
used in practice to clarify and explain behaviours such as wandering (Futrell, 
Devereaux, Melillo, Remington, 2014). This reflects an increasing emphasis over the 
past two decades or more on the social dimensions of dementia care (Innes, 2002). 
The change reflects a broader shift in the way dementia is perceived away from a 
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medical model and towards a consideration of the more socially constructed nature 
of dementia and care delivery, a shift that has implications for caring.  
According to Innes (2002), recent studies regarding informal care provision 
and care at home have dominated the dementia sphere. Research however, within the 
formal sector, such as the RACF, has generally focused upon education training 
programs and experiences of formal dementia care workers (Innes, 2002). There is 
relatively little research on the role of dementia care staff within a RACF (Innes, 
2002).  
As background and historically, care for the aged was attended at home by 
family members and residential homes were considered places where care was 
provided through routines and regimes. During this time social rights were often 
denied by those who delivered care and aged care was considered the end of the road 
for many (Innes, 2002). Today, voluntary entry into residential care is limited 
although it may be a positive choice for some who could be isolated within the 
community (Innes, 2002).  
 Within the residential sector, Karlsson et al. (2013) and Jones et al. (2013) 
argue, frontline care is largely delivered by unlicensed care staff with limited 
training. Frontline staff are involved in all direct care such as bathing, showering and 
toileting, often without the specific skills to meet the perplexing and challenging 
needs of the person with dementia. There is an obvious need for further research to 
explore care staff perceptions and practice when providing care for people with 
dementia who display BSD and in particular wandering within RACFs. Currently, as 
Karlsson et al. (2013) and Jones et al. (2013) explain, care staff have a range of 
strategies, methods and models of caring for this cohort but resources are often not 
available and this can lead to catastrophic events within the RACF.  
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It is also understood that staff turnover is high in residential care and education 
has been found to lower staff stress and raise satisfaction at work (Brodaty et al., 
2003, p. 589). Furthermore, many argue (Brodaty et al., 2003; Nay, Garratt & 
Featherstone, 2014; Kovach et al., 2005.p, 138; Anderson, Pettersson & Sidenvall, 
2007; Edwards, Courtney & Spencer, 2003) that care staff appear have limited 
understanding of models of dementia care, largely as a result of limited educational 
opportunities to increase knowledge regarding dementia care.  
There is thus, as Jones et al.(2013, p.11) confirm, a need to change and 
improve care for residents at an organisational level in such a way that moves 
beyond the needs of the regulatory requirements not only for residents but also for 
staff providing direct care. Staff capabilities and level of knowledge regarding BSD 
has been linked to resident behaviour (Jones et al., 2011). According to Brodaty et al. 
(2003), factors such as poor staff training, lower staffing levels and high staff anxiety 
levels may also contribute to behaviours regarded as challenging.  
It is also inevitable as Kovach et al. (2005, p. 138), Anderson et al. (2007) and 
Edwards et al. (2003) note, that increased demands for high quality and effective 
dementia care services will be accompanied by a call for the effective 
implementation of care. The generation of an understanding of staff perceptions and 
social setting therefore, may provide some direction for improvement of conditions 
for both resident and staff. There is a need for more research in this area as Bonner 
(2014) suggests, to gain better awareness and understanding regarding the social 
construction of care for people with dementia who reside in aged care facilities. 
There is minimal published research that explores staff perceptions of dementia 
nursing within a RACF. As caring for this population has unique dimensions, there is 
a need for exploration within the area.  
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This study explored the perceptions of staff through a dramaturgical lens to 
uncover the interactions at play between staff as they provided care for people with 
dementia who wander and within the context in which these interactions occurred. 
The exploration opened a pathway to an analysis of the interactionist and contextual 
layers of dementia care that has the potential to improve clinical care outcomes. 
The creation of new knowledge in this area will provide evidence that will 
encourage care staff to view practice from a broader perspective (Bonner, 2014). 
This thesis highlights the importance of knowledge regarding the social organisation 
of care for people who wander as defined by staff perceptions. This is of significance 
because increased knowledge and understanding can ultimately reshape care work. 
1.2.1 THE SIGNIFICANCE OF DEMENTIA: THE GLOBAL IMPACT   
As Andrews aptly put it: How to maximize quality of life for people with 
dementia is the most important policy issue in dementia care worldwide” (2013, 
p.30). The global impact of dementia is mixed because of disparate socioeconomic 
and cultural environments. Nonetheless, the prevalence and incidence of dementia is 
both a national and global concern. The WHO (2012, p. 2) in Dementia a Public 
Health Priority, notes that economic and health care providers across the world are 
far from ready for the current and looming epidemic.  
 The ADI World Alzheimer Report (2015) recently reported that there are now 
nearly 900 million people worldwide who are 60 years of age and over. The 
increased rate of occurrence of dementia escalates with older age and all predictions 
made in 2012 regarding incidence, prevalence and economic costs of dementia have 
exceeded expectations. The ADI (2015) reports that there are now “9.9 million new 
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cases of dementia each year worldwide, implying one new case every 3.2 seconds” 
(p.2). 
The above figure is 30% higher than that estimated for yearly new cases in 
2010 which was 7.7 million and in 2012, a new case every 4.2 seconds (ADI, 2015, 
p.2). The ADI (2015) continues to note that currently and across the globe there are 
46.8 million people living with dementia. It is predicted that this number will almost 
double by 2030 reaching 74.7 million in 2030 and 131.5 million in 2050. This is 13% 
higher than predicted by the ADI in 2009.  
 In considering the significance of these numbers it is also important to reflect 
upon the link between the incidence and mortality rates for people with dementia and 
the enormous impact on society. The ADI (2010, 2012, 2015) has consistently 
pointed out that socioeconomic factors also contribute to incident and mortality in 
this group and thus numbers vary from country to country. The WHO (2012, p.24) 
also refers to variations between countries in mortality rates for individuals with 
dementia over the age of 60 years. For example, while countries with high upper 
incomes have mortality rates of 0.6%, low- middle and low income countries’ rates 
stand at 1.3- 1.6% (WHO, 2012). Nonetheless, with the increasing ageing population, 
the WHO (2012, 2015) notes that economic costs are set to rise sharply for all 
nations. This will consequently place increased burden on the global cost of 
dementia.  
 In 2014, a World Dementia Council was constituted following G8, 2013 
London dementia summit. This was of international importance as governments 
collaboratively espoused a committed approach to the institution of national plans to 
achieve goals in the prevention, diagnosis and treatment of dementia (Samsi & 
Manthorpe, 2014). The national dementia strategies and plans from Australia, 
22 
22  
Canada, the Netherlands and France share goals in policy and an aim to establish 
care pathways to remove barriers to care. The USA, Norway, the Republic of Korea 
and Finland have similarly committed to organise referral and care pathways (Samsi 
& Manthorpe, 2014). 
1.2.2 GLOBAL ECONOMIC COSTS OF DEMENTIA   
 According to the WHO (2012, 2015), the effects of current and forecasted 
dementia rates and the economic impact that this will have on governments, families 
and health systems within each country will be great (WHO, 2012.p, 5). The ADI 
(2015) reports that the global costs of dementia “…have increased from US$ 604 
billion in 2010 to US$ 818 billion in 2015, an increase of 35.4%.” (p. 4). As these 
costs have exponentially increased and in considering such projections, the ADI 
(2015) draws attention to the financial impact between countries in stating that; “As 
country income level increases, the relative contribution of direct social care sector 
costs increases and the relative contribution of informal care costs decreases” (p. 4). 
 While there is an expectation that the financial burden of dementia will be 
great, the ADI (2010, p. 6) points out that an accurate cost is difficult to assess due to 
the differing cultural contexts of care delivery for people with dementia across the 
world. For example, in lower income countries, the majority of care is provided by 
informal carers such as families at home as formal care options are not always 
available. By contrast, within high income countries, care is primarily provided by 
professional community health care providers or cost intensive residential care 
services.  
 Existing prevalence rates and an increasing aging population sets the stage for 
large health care spending in the area of dementia. Also of importance as Hurd, 
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Martorell and Langa (2015) suggest, is that there are fewer informal caregivers 
within families and this places pressure upon the more expensive formal care sector 
for people with dementia. To counter the predicted financial burden, ADI (2015) 
proposes that there be far more investment into dementia research. In particular, the 
ADI asserts that the focus be on research that can be translated globally to achieve 
planned targets and goals and consist of a balance between care, cure and prevention 
and treatment.  
1.2.3 FORMAL CARE    
 Living with a diagnosis of dementia has been described by Samis and 
Millthorpe (2014) as being tormented with confusion and anxiety. The diagnosis on 
its own is characterised by unclear disease progression and uncertainty around 
symptoms (Samis & Millthorpe, 2014).  
 At present in Australia, as Singh, Hussain, Khan, Irwin and Foskey (2015) 
claim, over a million people obtain formal support for care within the aged care 
system. The majority of government expenditure is on residential care services 
(Singh et al., 2015). In Australia, Singh et al. (2015) continue to note that families 
and informal care givers make decisions around formal care such as residential care 
based upon emotional, cultural, moral and social issues.   
 According to the ADI (2011, p. 60), within high income countries up to 50%  
of all people with dementia live in residential care and associated costs make up the 
largest amount of proportion of expenditure. Currently, in the United Kingdom, 
between 35 -50%, and in Canada between 45-50%, of all people with dementia 
reside within a formal care model. However, the WHO (2012, p, 57) also notes that 
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within many high income countries there is now an increased need for professional 
home and community care as the option to remain home for longer is encouraged.    
 The ADI (2012, p. 75) argues that there is a need to improve care within the 
residential sector and more support and education is required for the formal care 
industry. This stresses the importance of residential care providers implementing 
staff dementia training specifically centred on people with dementia to ensure 
services are delivered appropriately. 
1.2.4 DEMENTIA IN AUSTRALIA  
 Dementia invites a similar level of concern within Australia. At present, 
according to the AIHW (2012a, p.1), dementia is recognised as one of the key health 
concerns. Dementia has been described, in the NSW Dementia Services Framework 
2010-2015, as “one of the fastest growing sources of major disease burden” in 
Australia. The AIHW (2012a, p. ix) highlighted that, in 2011, dementia was rated as 
the leading “cause of disability and burden” and that the “burden of the disease” 
amounted to the “loss of health life due to premature death and prolonged illness or 
disability”. Dementia is rated as the single main cause of disability in Australia for 
people over 65 years and in 2011 there were 1 in 77, or 298,000, people with 
dementia (AIHW, 2012, p. ix,13). The prevalence of dementia refers to the total 
number of diagnosed individuals at one time (AIHW, 2012a, p. 12). Yet a dementia 
diagnosis is difficult because a formal diagnosis is not made until further along the 
disease process. In 2011 there were 1 in 11 (9%) people over 65 years, and 3 in 10 
(30%) people between 65-85 years, who had been diagnosed with dementia. The 
highest prevalence was 41% within the age group of over 85 years and 47% of this 
population were women (AHIW, 2012, p. 18). 
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 These increasing numbers highlight the growing impact dementia is placing 
upon national health. While the ADI (2010, p. 4) identifies that mainly older people 
are affected by dementia, the WHO (2012, p. 4) stresses that “dementia is not a 
normal part of ageing”. The ADI (2012, p. 4) also adds that there is a growing body 
of evidence that the development of dementia may begin to appear in greater 
numbers in those under the age of 65 years.  
 Projections on the ageing population propose  that the number of people over 
65 is set to double from 3 million in 2010 to 7.5 million by 2050 (AIHW, 2012a, p. 
1). The AIHW (2012a, p. 1) also estimates that the number of people over 85 years 
will quadruple by 2050 from around 500, 000 people to around 1.6 million.  
Furthermore and in 2010, the number of people dying from dementia had grown 
almost two and a half times from 3,740 in 2001 to 9,003 deaths. Twenty five 
individuals died every day of 2010 from dementia and this was classified as 6% of 
entire deaths. By 2020, in Australia, it is estimated that there will be around 400,000 
thousand people with dementia and this will increase to over 900,000 by 2050 
(AIHW, 2012a, p. ix). The economic impact will be substantial.  
1.2.5 ECONOMIC IMPACT OF DEMENTIA IN AUSTRALIA     
 The economic impact and cost of dementia in Australia between 2009- 2010 
was around $4.9 billion (AIHW, 2012a, p. 138). This cost accounted for the 
provision of resources and services for both carers and people with dementia. The 
AIHW (2012a, p. 138) states that direct dementia costs within the aged and health 
care sector are considered around $2 billion.  
 Furthermore, direct dementia costs within the community aged care sector 
were $408 million and the cost of hospital admissions for people with dementia was 
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$144.5 million (AIHW, 2012a, p. 138). The latter figure does not include the cost of 
presentations to emergency departments without admission and does not account for 
outpatient hospital community clinics (p, 142). The majority of direct expenditure 
was in the form of subsidies from the Australian Government for the assistance of 
care costs to RACFs costing around $1.1 billion and accounting for 55% of all direct 
care. 
 As the AIHW (2012a, p. 150) explains, the Australian Government provides 
subsidies to RACF providers based on an Aged Care Assessment Team (ACAT) 
assessment. The ACAT is a multi-disciplinary team that provides an assessment and 
advice on the types of care streams and pathways available for assistance with care 
(AIHW, 2012a, p. 93). The subsidy payments are a basic payment for new and 
permanent residents within an RACF and are made using the Aged Care Funding 
Instrument (ACFI). The AIHW (2012a, p. 150) notes that ACFI assessments found 
that 53% of all residents within a RACF had a diagnosis of dementia.   
1.2.6 THE PATHWAY OF CARE   
 The Aged Care Assessment Team is the initial point of access to the formal 
care pathway in Australia. Currently there are two main care pathways that can be 
accessed to assist with care; community care and residential care paths. Community 
care provides support in the home to assist with domestic help, personal care, and 
transport and meal preparation (AIHW, 2012b, p.2). Community care can also 
provide extra support for people with dementia, who remain living in their own 
homes, in terms of complex needs through assistance with personal care, continence 
and clinical and emotional support (AIHW, 2012a, p.93). 
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 Individuals assessed by ACAT as needing a higher level of care and who are 
no longer able to safely remain in their own homes can access the residential care 
stream. The WHO (2012, p. 56) notes that, although there is increasing impetus for 
governments to provide more community care in homes, residential care continues to 
be the dominant option for addressing the needs for people with dementia. 
 The DoHA (2010, p. 2) explains that residential accommodation consists of 
two levels of care. The first level classified as low, once known as hostel level care, 
provides live in type accommodation and assistance with personal care with minimal 
nursing care. The second level of residential care is called high care also once known 
as nursing home care. This type of care provides 24 hour nursing intervention and 
support for people with more dependent needs and frailty. Residential care is offered 
as a permanent or short stay respite option. The DoHA (2010, p. 2) notes that, in 
Australia, RACFs are owned by profit and not for profit organisations and in order to 
operate the RACFs must be approved by the Australian Government accreditation 
process.  
1.2.7 RESIDENTIAL CARE  
 The decision to move into a RACF for permanent care is stressful and 
difficult for carers, families and those with dementia. While the time of transition is 
associated with grief and feelings of loss, guilt and also relief for the carer, the move 
can also be disempowering, emotional and disorientating for people with dementia as 
they are often at the stage of the disease where they lack insight into the reasons for a 
move into residential care (AIHW, 2012a).  
 As Hancock, Woods, Challis and Orrell (2006) argue, people with dementia 
are often unable to remain within their own homes because their care needs become 
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too expensive and complex. Furthermore, these authors suggest that there is currently 
limited understanding of the experiences of people with dementia and how to meet 
their complex needs within residential care.  
 Specific care for people with dementia within some RACFs is provided by a 
secure dementia specific environment. The DoHA, in the Residential Care Manual 
(2009, p. 83), refers to the term “ageing in place” for providers to continue to deliver 
care to residents within the same RACF as their care needs increase. Ageing in place 
is presented as a flexible approach in addressing increasing care needs as the resident 
moves through the dementia trajectory process.  
 While behavioural symptoms associated with dementia are predictive of 
admission to a RACF there is currently a lack of resources to support people with 
dementia and staff in the management of BSD (Gauler et al., 2009, p. 196; NSW 
Department of Health, 2006).  
 PURPOSE AND AIM 
 The purpose of the study was to draw theoretical and analytical conclusions 
around staff perceptions and consider these propositions in light of the NDB model 
to ultimately improve care outcomes for people with dementia living in a RACF. 
The research aims were to: 
 gain insight into the care giving experiences of staff employed within a 
RACF environment;  
 explore the perceptions and practices of staff who provide care to 
people with dementia who experience wandering as part of their 
behavioural symptom profile; 
29 
 
 29 
 examine analytical findings as they converge or otherwise with the 
NDB model; and  
 develop knowledge to improve care for this population.  
 The broad tradition of symbolic interactionism (SI) was drawn on to generate 
an understanding of the research context. The framework of SI sits within a broad 
interpretive tradition that focuses on an understanding of interpretations and 
interactions between individuals and within context. As Meltzer, Petras and 
Reynolds (1975) explain, SI rests on the initial premise that meaning is shaped from 
the shared interactions of individuals as social actors. As such, SI creates a lens for 
viewing a social world that constitutes reciprocal interactions between human beings 
and subsequent actions (Blumer, 1969). SI is, as such, a process of gaining an 
understanding and interpretation of the significance and implications of interaction 
(Blumer, 1969). Thus society is constructed from human behaviour and yet society 
also ultimately shapes the understanding of human behaviour. 
 This study is situated within a knowledge area that assumes that the social 
world of the practice of nursing staff who care for people with dementia who wander 
in a RACF environment is constructed through interaction and within context. Thus 
the theoretical frame provides the foundation for understanding interactions between 
care staff and the context in which those interactions take place.  
Further to the above, an underlying assumption of this study is that practice is 
constructed through the interaction of the collectivity of a group. Within an 
interactionist paradigm, the research is an interpretation of the demarcations that 
collectively and socially construct practices. These are defined by their interactional 
workability (May et al., 2009). Through theoretical analysis a more detailed 
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illustration of the formation of meaning in practice and the collectively of work 
becomes possible (Akerstrom, 2002). 
Particularly useful in understanding meaning is to illustrate ways in which 
collective understandings develop within a team. By considering the unwritten 
everyday habitual rituals, rules and performances of the care team this approach 
gives meaning to practice (Encandela, 1997). Thus the interactionist stance of this 
study asserts that care is socially constructed through the collective actions of the 
team. The use of an SI approach also engages the researcher in complete awareness 
of human activity and not just observation. 
Focus groups were conducted with 48 staff members who were responsible for 
care in four Sydney Metropolitan RACFs. The sample constituted registered nurses 
(RNs) and personal care assistants (PCAs) and the members of the latter group had 
certificate level qualification. The PCAs were considered important research 
participants because they were responsible for the provision of care for people with 
dementia who wandered. The in-depth data generated from the 11 focus groups were 
analysed through a SI lens and applying the methods of Charmaz (2011) to explore 
social processes that underpinned the perceptions and practices of care staff. The 
analytical outcomes then provided the basis for a critical examination of the NDB. 
This model is currently widely employed in dementia care practice.  
  REFLEXIVITY  
The process of reflexivity encourages researchers to explore possibilities in 
research work. Reflexivity as Cherry, Ellis and DeSoucey (2011) explain is a 
continual process of critiquing and improving self-awareness. The impetus for this 
research was the researcher’s clinical nursing work experience. In daily practice, the 
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researcher observed that everyday care for people with dementia who wander in a 
RACF varied significantly. The researcher worked for a large not for profit aged care 
organisation as a dementia nurse consultant. The role entailed the provision of 
clinical nurse consultant support for people with dementia and for care and nursing 
staff at 77 RACFs within the organisation.  
The purpose of this research was to examine the perceptions and interactions of 
care staff who worked in various RACFs. In particular, to gain an analytical 
understanding of the social setting of the RACFs within the context of care practices 
for people with dementia who wander. Throughout the data collection and analysis 
phases the researcher was both self-aware and critically cognisant of how the focus 
group questions were posed and data interpreted and how the assumptions and 
professional knowledge of the researcher may have shaped participant responses. 
This was situated in the way that the meanings and answers were negotiated and 
directed towards the next question.  
Reflexivity was also about consciously being aware of different interpretive 
processes in order to see new possibilities in the process of generating data and 
subsequently of coming to interpret that data. This is an intellectual and not a 
technical exercise and thus another researcher may have interpreted the situation 
differently with different outcomes (Alvesson & Sköldberg, 2009). 
The researcher’s own experience of working within a RACF setting and 
dementia care nursing experience in both an acute and RACF setting inevitably 
informed the research process in the sense that all researchers bring knowledge and 
assumptions to research. Yet the process of reflection adhered to an understanding 
that what counted as reality was fluid, complex and ambiguous.    
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 STRUCTURE OF THESIS  
The thesis consists of seven chapters. This first chapter provided an 
introduction to the study and included the study context, the specific purpose, aims 
and the research background. In Chapter 2, the literature review contextualises the 
impact of dementia across the globe, in Australia and in the provision of care within 
a residential setting.  
Chapter 3 argues the theoretical perspective underpinning the research. The 
chapter explores the key concepts of SI and related concepts from Goffman’s 
“dramaturgical approach” and justifies the application of this approach as a lens 
through which to analysis the perceptions and practices of the participants.   
Chapter 4 presents a detailed description justification of the Charmaz (2011) 
generalised method that underpinned data collection and analysis. Addressed here are 
the recruitment procedures, research sites, sampling, data collection method and data 
analysis process. 
The research findings are explored and developed in three chapters organised 
around key analytical issues and concepts identified during the analysis. Chapter 5 
addresses the first concept of space and is organised around two points generated as 
theoretical abstractions in the analytical process. The discussion situates spatial 
attributes as a construct of practice. The first point is that space is generated by 
actions and interactions and practice, as such, is constructed around socially 
produced and spatially set characteristics. Second and related, it is argued that space 
is relational to practice. This is because interactions are conducted in spaces and as a 
result relational spaces are created by nursing staff to build a sense of efficiency and 
identity and to frame practice with a sense of social order. 
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Chapter 6 considers the second analytical finding the temporal framing of care. 
Within this chapter three temporal frames are explored. First, the distinctive actions 
and temporal orientation of care practice are explored. Second, interactions between 
nursing staff are interpreted from a focus that provides insight into the temporal 
organisation of care. Significantly, this informs the third analytical point where the 
actions of the nursing staff are interpreted as temporally defined as a function and 
form of social control.  
Chapter 7 examines the overarching theoretical proposition, the organisation of 
practice, that incorporates the influences and social processes that were instrumental 
in constructing care. This discussion depicts the ways in which nursing staff used 
space and time to mediate practice and to guide the processes of care. Captured 
within this concept is a tension between the bureaucratic and hierarchical structure 
that constructs practices and person centred principles that define nursing people 
with dementia who wander. The process of constructing care was found to influence 
and constrain practice decisions in such a way that conflicted with a person-centred 
approach. In other words, time and space were used to mediate and position care in 
such ways that competed with a person-centred way of organising practice.  
Final conclusions from the research are incorporated within Chapter 7. A 
summary of the research findings is presented and methodological and other issues 
considered. The chapter concludes with a discussion of the NDB model. Specifically, 
the discussion is organised around the proximal factor component in the NDB model 
(Algase et al., 1996); the social environment. NDB model (Algase et al., 1996) 
research is revisited in light of the analytical interpretations.  
The fundamental analytic point generated in the research was that the concepts 
of time and space function to construct the perceptions and practices of nursing staff 
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who care for people with dementia who wander. It is proposed that this research may 
contribute to further research regarding the NDB and in particular, the proximal 
factors component of the social environment. The thesis concludes with 
recommendations and implications drawn from the research. Appendices include the 
Need Driven Behaviour model (Algase et al., 1996), questions from the semi 
structured focus groups, the ethics approval certificate, participant information 
session poster, participant information form and participant consent form. 
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 Literature Review 
 INTRODUCTION  
 The purpose of this chapter is to contextualise the social construction of 
dementia care within a residential setting. The chapter broadly reviews literature 
relevant to the study focus. The first section addresses the sociological shift away 
from a medically dominant focus on dementia care and the shift in staff perceptions 
in residential practice. The second section identifies the significance of dementia 
globally and in Australia. The chapter then turns to a review of the literature 
regarding behavioural symptoms of dementia and care staff perceptions.  
 THE CONCEPTUAL FRAME: THE SOCIAL CONSTRUCTION OF 
DEMENTIA CARE 
 Dementia studies to date, as Twigg and Buse (2013) note, have assumed a 
dominant medical focus. The biomedical construction of dementia is as a syndrome 
of the brain and progressive in nature. It is also generally viewed as problematic and 
a condition that will inevitably pose problems for care delivery (Davis, 2004). Indeed 
and historically, widespread opinions about dementia have been swayed by the 
adverse characteristics of the illnesses that cause dementia (O’Sullivan, Hocking & 
Spence, 2014; Bryden, 2005). Thus existing constructions of dementia care are 
predominantly grounded in a strong medical discourse where the focus is on defining 
care through the needs of cognitive and behavioural problems (Davis, 2004). This 
positions the focus of care as Davis (2004) informs on the platform of the 
progressive, pathological and degenerative nature of the disease.   
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 Hence, views on dementia (O’Sullivan et al, 2014, Sabat, 2011) have been 
largely influenced by the medical dominance of the nature and course of the disease. 
The result has been a conceptualisation of dementia based upon the incapacities of 
those with the condition (O’Sullivan et al, 2014). Yet recent evidence by O’Sullivan 
et al. (2014) and Graff et al. (2008) has shown that people with mild to moderate 
dementia can sustain good health and continue to lead purposeful lives. 
 As a challenge to the prevailing medical discourse in the area of dementia 
research, there has emerged a momentum towards a more sociological stance that has 
become increasingly influential in dementia care and research (Davis, 2004). 
Significantly and in order to consider the social nature of dementia, the stance has 
shifted to view care, not as a problem, but as an interactive social process 
(O’Sullivan, Hocking & Spence, 2014). The sociological shift does not deny the 
existence of infirmity for people with dementia but as O’Sullivan et al. (2014) and 
Sabat and Gladstone (2010) agree, it does give focus to the capabilities of the person.  
 A sociological interpretation of dementia and associated care is of importance 
because current social trends tend to view cognitive and physical decline as 
distasteful (O’Sullivan et al, 2014; MacRae, 2008). This may be because as 
O’Sullivan et al. (2014) and MacRae (2008) inform, society in general does not have 
an in-depth understanding and therefore tolerance of cognitive health issues. This is 
considered important because prevailing social views of dementia influence the 
attitudes and actions of individuals and care practices (O’Sullivan et al, 2014).   
 The dominance of the medical model also places emphasis on achieving and 
delivering care tasks (Fine, 2014). Thunborg, von Heideken-Wager, Götell, Ivarsson 
and Söderlund (2015) state that the focus of dementia care is on the disease and on 
assessment of behaviour, cognition and communication for activities for daily living. 
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This places pressure on staff to create a mutual understanding between the person 
with dementia and each other during the care process (Thunborg et al., 2015).  
 In recent research (Fine, 2014), it has been noted that people with dementia 
who reside in aged care facilities are looked after by staff with limited training. This 
can pose significant challenges where associated behaviours of dementia such as 
wandering are not well understood. For example, much work undertaken by staff is 
physical, repetitive and cyclical in nature (Fine, 2014). This is important because the 
forms of interactions that occur between staff and people with dementia in a facility 
are influential in shaping the way care staff perceive and deliver care (Fine, 2014). 
 Indeed, there is a growing body of literature (Jones, et al., 2011; Kaasalainen, 
Brazil, Ploeg, Martin, Schindel, 2007) that suggests that care staff perceive and 
define their role through the tasks they achieve on each shift within the allocated 
time. Furthermore, due to a deficit in resources, such as training, knowledge and 
understanding of dementia, according to Stockwell-Smith, et al. (2011) and 
Kaasalainen et al. (2007) care staff often engage their own creative practices to find 
optimal outcomes such as alternate ways of interacting  
 Regardless of approach, staff make decisions and undertake tasks that 
dominate all aspects of the lives of RACF residents. They participate in intimate and 
personal work that can be transgressive and considered at times as unpleasant 
(Stockwell-Smith et al., 2011; Kaasalainen, et al., 2007). Furthermore, it has been 
asserted that staff perceive residents’ social needs as secondary to the completion of 
activities such as showering and toileting (Stockwell-Smith et al., 2011; Kaasalainen, 
et al., 2007). As such, social interaction, while considered as something nice to do 
and viewed as a satisfying aspect of the role, is often not prioritised and will only 
occur where time permits (Stockwell-Smith et al, 2011; Twigg & Buse 2013). 
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 STAFF PERCEPTIONS OF CARE  
 From the above it can be concluded that the perceptions of staff are 
influential in determining the quality of life (QOL) for people with dementia. An 
exploration of perceptions of caring involves insight into that which is not 
immediately obvious in staff - resident interactions. Positive attitudes and 
perceptions of the role of caring is predictive of more positive behaviour and social 
engagement (Spector & Orrell, 2006). In related research it has been found that staff 
who perceive that they have more involvement in the decision making processes 
within the RACF have less negative experiences and increased resident to staff 
interactions (Monizer- Cook, Woods & Gardiner, 2010).  
 Yet, within a residential setting, it has been found that care practices are 
approached in a uniform way for people with dementia and associated behaviours 
(Jeon, Govett, Low, Chenoweth, McNeill, Hoolahan et al., 2013). Generally, it has 
been found that staff in RACFs displays an average understanding only of dementia 
(Jones, et al., 2013). Staff perceptions of care have been shown to improve where the 
work based experiences of care staff are incorporated into training (Jones, et al, 
2013; Stockwell Smith et al., 2011). Conversely, staff who lack knowledge or 
understanding may have views that negatively influence their perceptions of care 
delivery (Spector & Orrell, 2006).  
 In practice, the NDB model (Algase et al., 1996) is used as a platform to 
guide practice and as a basis for care-planning for people with dementia who wander. 
The NDB model incorporates proximal and background factors that contribute to 
behavioural symptoms. Proximal factors outlined in the model are social 
environment, physical environment, psychological and physiological needs (Algase 
et al., 1996).   
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 Of relevance to this study is the social environment component of the model. 
Resident interactions and the social role of staff are significant in the preservation of 
the self for those with dementia as those who reside within a RACF have limited 
contact with the outside world (Surr, 2005; Innes, 2002; Kitwood, 1997).  
 To expand further, a primary concern is the lack of availability of care and 
resources to assist people with dementia. This is related to, as the organisation 
Alzheimer’s Disease International (ADI) (2015, 2012, p. 5) explains, the enormous 
influence that the ageing population is having on the numbers that drive the 
incidence of dementia.  
 BEHAVIOURAL SYMPTOMS OF DEMENTIA  
 There is a shift in understanding of BSD and a growing body of research that 
has reconceptualised the terms used to describe behaviours to erase the stigma of 
negative stereotypes. Smith and Buckwater (2005, p. 43) note that behaviours such as 
wandering are often viewed in a negative light and labelled as being disruptive and a 
problem for carers. This shift stems from the work of Kitwood (1995) who described 
a transition between the old and new way of considering dementia care; the 
traditional mode of care driven by a medical lens and the new thinking that considers 
the individual through a more person centred model (Kitwood, 1995, p. 308.)  
 The shift around dementia care has become central to care practice in the 
residential setting (Venturato, Moyle & Steel, 2011). The shift as Venturato et al. 
(2011) and McCormack (2004) inform, considers respect, personhood and 
recognition of the person irrespective of cognitive capabilities. The focus is then on 
the importance of relationships with persons with dementia and tasks are positioned 
as secondary (Venturato et al., 2011). 
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 According to Ballard, Corbett, Chitramohan and Aarsland (2009), around 
90% of all people with dementia will experience behavioural symptoms. Within this 
grouping, Testad et al. (2014) explain, behavioural symptoms, including psychosis, 
aggression and depression, cause significant distress for the person with dementia 
and care staff. BSD, as Backhouse, Killetta, Penhale, Burns and Gray (2014) explain, 
is an umbrella term used to describe an assortment of issues that can be distressing to 
the person with dementia and carers. BSD, such as aggression and wandering, are 
common and especially in nursing home populations (Backhouse et al., 2014). 
 Behavioural symptoms are associated with a variety of social, environment 
and neurological factors. Traditionally antipsychotic medications have been 
implemented to manage behavioural symptoms (Backhouse et al., 2014; Testad et al., 
2014). Of late there has been increased focus upon the use of non-pharmacological 
strategies. These include altered attitudes and approaches and skills of care staff 
(Backhouse et al., 2014). Hence, older styles of thinking viewed problem behaviours 
as a challenge to be managed and controlled while the nascent approach sought to 
understand the individual and the behaviour as a mode of communication about 
underlying concerns (Kitwood, 1995, p. 311).  
 Chenoweth et al. (2009, p. 317) note, labelling residents with BSD by care 
staff results in neglect of psychosocial wellbeing. The shift to a more person centred 
approach, however, focuses care on individual interventions for the person with 
dementia. This brings as Cohen-Mansfield, Libin, Marx (2007) and Testad et al. 
(2014) suggest a greater emphasis to interactions in care homes and highlights the 
importance of communication and connections between individuals with dementia 
and staff  
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 In Australia, the residential care sector is closely governed and monitored by 
a requirement of adherence to government processes (O’Reilly, Courtney, Edwards 
and Hassall, 2010, p.63).Yet, O’Reilly et al. (2010) explain that government 
processes can be counterproductive to care delivery, as regulations can override 
resident focused care where care conforms to predetermined protocols regardless of 
whether the outcome is effective for the resident or not.  
 CARE STAFF 
 Care for people living with dementia in a residential setting is provided by a 
combination of formally qualified licensed nurses such as Registered and Enrolled 
Nurses (RN) and (EN) and unlicensed carers such as Personal Care Assistants (PCA) 
or Assistants in Nursing (AIN). Both RNs and ENs are often given supervisory roles 
at the clinical level which means that day to day hands on care is provided by the 
carers who are often unskilled. The care is also governed by strict time constraints 
around the completion of tasks for each resident (De Bellis, 2006, p.59). 
The Australian Aged Care Workforce Report, Australian Government, 
Department of Social Services (2012) state there are over 240,000 people employed 
in direct care roles in the aged care sector. Out of the 240,000, 147,000 people work 
in RACFs. The Australian Aged Care Workforce Report (2012) notes, over half of 
the direct aged care workforce are PCAs and are female. Although males within the 
residential sector are increasing in numbers, now comprising 10% (p.7). The 
Australian Aged Care Workforce Report (2012) continues to note, the workforce is 
generally older, with the median age for the residential care workers being 48 years. 
Thirty five per cent of the direct care workforce were born overseas and around 80% 
of RACF staff spoke a language other than English (p.7) 
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The Australian Aged Care Workforce Report (2012, p. 7) informs around 20% 
of the aged care workforce are studying, particularly those in managerial or clinical 
roles whom are undertaking qualifications in specialised areas such as palliative care 
or gerontology. A third of the residential aged care workforce have been in the 
industry for over 15 years and 72% are employed on a part time basis (The 
Australian Aged Care Workforce Report, 2012, p. 7). Other countries, such as the 
USA and England share similar aged care workforce characteristics regarding 
education and remuneration (Elliott, Scott, Stirling, Martin & Robinson, 2012; 
Hussein and Manthorpe, 2011). 
Of importance as Radford, Shacklock and Bradley (2015) argue, at present 
residential aged care organisations are confronted with increased demands for 
experienced care workers to provide support and care for residents. These workforce 
issues are present in rural and remote areas worldwide (Elliott et al., 2012; Morgan, 
Innes & Kosteniuk, 2011).  
Although the scope of care roles differs between the nursing staff as Radford, 
et al., (2015) highlight, care roles are clearly defined by industry and regulatory 
requirements. Fleming & FitzGerald (2009) explain PCAs are the individuals that 
deliver the majority of the hands on care in Australian aged care organisations. Care 
is sometimes carried out in a routine task oriented way and other times care is 
delivered through acknowledgement of individual personhood (Fleming & 
FitzGerald, 2009). 
 Although care delivery differs between organisations as Chenoweth, Jeon, 
Merlyn and Brodaty (2010) make clear, dementia care requires a commitment to the 
caring role. There is a need for personal and professional support to remain in the 
speciality. Chenoweth et al. (2010) continue to explain that a combination of ongoing 
43 
 
 43 
education, supportive clinical supervision with a positive organisational culture play 
a vital part in aged and dementia care.  
Of importance, as Travers, Beattie, Martin-Khan & Fielding (2013) note, 
quality care for people with living with dementia is dependent on nursing staff 
having a high level of knowledge regarding dementia care. Professional knowledge 
about dementia is in general low (Travers et al., 2013). Many nurses have had no or 
minimal dementia training (Travers et al., 2013). Importantly, nursing knowledge 
regarding dementia care is associated with improved care and quality of life for 
people living with dementia in RACFs (Travers et al., 2013). Dementia education 
can improve staff confidence, attitudes and knowledge in preparedness for caring for 
people living with dementia (Travers et al., 2013).  
A shortfall in knowledge regarding caring for people with dementia needs to be 
addressed (Robinson, Eccleston, Annear, Elliott, Andrews, Stirling et al., 2014). As 
caring for people living with dementia is complex (Robinson et al., 2014) and 
requires increased knowledge to decision making to improve care outcomes. Elliott 
et al. (2012) report care staff are often frustrated with the care they provide. 
Frustrations in regard to the specific lack of knowledge about dementia and the ways 
to consider the complexity of behavioural symptoms may contribute to 
dissatisfaction in care work (Elliott et al., 2012).  
This is of importance because where residents engage in BSD care staff report 
higher job stress (Edvardsson, Sandman, Nay & Karlsson, 2008, p.765). Staff are 
required to constantly monitor wandering residents and be vigilant for associated 
risks such as emotional or physical harm, provide personal care routines, and create 
safe, supportive environments to ensure rest (Edvardsson et al., 2008, p.765; Beattie 
& Beel- Bates, 2007, p. 105-141). Care staff thus manage and report on BSD and 
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often have to make quick decisions regarding care which may be perceived as a  
physical and psychological burden to staff where the outcome is poor (Aberdeen, 
Leggat & Barraclough, 2010, p.132). 
 Hence, staff can become hesitant to work with residents experiencing BSD 
which in turn leads to increased staff turnover within the sector. The exploration of 
staff practices and attitudes in providing care to this population within the residential 
context is poorly understood and requires further research to assist with stressors 
associated with this population (Borbasi, Emmanuel, Farrelly & Ashcroft, 2010, 
p.49; Pulsford, Duxbury & Hadi, 2011, p.97).   
 WANDERING  
 Wandering is a behavioural symptom and as Futrell et al. (2014) note, it is 
cause for concern for the person with dementia and for care staff. This is particularly 
so when the wandering behaviour interferes with an individual’s well-being in the 
context of safety, socialisation, hydration, nutrition and in receiving direct care 
(Futrell et al., 2014). Wandering can be explained as being several behaviours 
relating to locomotion and walking (Cipriani, Lucetti, Nuti & Danti, 2014). Within 
the clinical context wandering has been identified as a being combined with agitated 
behaviours (Cipriani et al., 2014). Algase, Yao, Beel- Bates and Song (2007, p.19) 
note that problems related to spatial awareness and circadian rhythm disturbance 
predispose people with dementia in RACFs to wandering.  
The causes of wandering differ for each person living with dementia and may 
include looking for someone or something intrinsic to dementia-related brain 
pathology or related to premorbid characteristics (Song, & Algase, 2008). Wandering 
has been described as one of the most problematic behaviours and is classified as 
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subclinical, classic and moderate based on duration and rate (Algase, Antonakos, 
Beattie, Beel-Bates & Yao. 2009). The prevalence of wandering behaviour has been 
estimated to be 11.6% in traditional RACFs and 52.7% in RACFs that provide 
dementia specific care (Hodgkinson, Koch, Nay & Lewis 2007). 
Since the 1980s there has been an increase in the development of wandering 
theories (Algase, Moore, Gavin-Dreschnack, & VanderWeerd (2007) and in the 
range of factors that have been explored. The focus and attribution of wandering 
extends from the psychosocial to the biological, neurological and environmental 
dimensions (Lai & Arthur, 2003b; Luis & Brown, 2007). 
Biological theories of wandering relate to the clinical manifestation and 
damage to the brain caused by disease. The relevant area of the brain, the 
hippocampus, as Woods, Phillips and Martin (2011) explain, is associated with 
wandering. Impairment to the brain is responsible for distortions in spatial 
orientation, circadian rhythm and visual perception all of which have been associated 
with wandering (Nelson & Algase, 2007; Sullivan & Richards, 2004). In a RACF, 
other factors that disrupt the sleep – wake cycle can be contributed to by 
environmental factors such as staffing, noise, light and temperature (Sullivan & 
Richards, 2004). 
Volicer (2007) argues that as the trajectory of dementia progresses the 
character of wandering alters. The ability for expression and verbal communication 
is altered and individuals may respond to the environment differently such as 
searching for an unmet need in the context of wandering (Algase et al., 1996). 
Snyder, Rupprecht, Pyrek, Brekhus, and Moss (1978) identified psychosocial factors 
as influential in wandering where an individual may, for example, have had a 
lifelong pattern of walking as means of either coping with stress, looking for security 
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or as part of a previous occupation (Snyder et al., 1978). Elements of the physical 
environment, such as crowding, light and noise from the RACF can also impact on 
the way the individual living with dementia interprets their surroundings and may 
have a negative impact (Algase et al., 2010). 
The residential care setting can be an impersonal one and as Kolanowski et al. 
(2010, p. 214) explain may place the resident at an increased risk for events such as 
increased aggression and BSD. Care staff have reported that residents who displayed 
BSD were the most difficult to care for in regard to physical and psychological 
burden (Kolanowski et al., 2010, p. 214-219). Additionally, staff have acknowledged 
that wandering behaviours disrupt work routines as people with dementia pose a risk 
to themselves or fellow residents and require immediate staff intervention 
(Kolanowski et al., 2010, p. 219). 
 Caring for people who wander in a RACF finds staff, as Robinson, 
Hutchings, Corner, Finch, Hughes, Brittain et al., (2007) suggest, in a position of 
being required to balance the risk of harm from wandering and to promote residents’ 
rights and preferences. Staff are also required to assess and implement effective 
person centred based strategies placing an increased burden on daily practices 
(Futrell et al., 2014; Kolanowski et al., 2010, p. 219).  
 Traditionally and according to Padilla, González, Daza, Agis, Strizzi and 
Rodríguez (2013), care for people living with the behavioural symptoms of 
wandering in a residential environment was through pharmacological interventions 
and or physical restraint. This raised ethical concerns regarding the application of 
these methods and saw a greater emphasis on alternative measures in managing 
wandering (Padilla et al., 2013). 
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 Behavioural strategies now include interventions related to individual needs 
and environments that promote interaction and wayfinding (Padilla et al, 2013). 
Within facilities that have improved environmental designs appropriate for the 
person with dementia, staff tend to exhibit increased confidence as well as have 
increased resources in managing BSD and a decreased level of stress in providing 
care (Kolanowski et al., 2010).  
 Wandering has been found to be similar in varying levels of care facilities 
such as high care and low care focused facilities (Beattie, Song, & LaGore, 
2005). Algase et al. (2010) found that “location, light, sound, proximity of others, 
and ambience are associated with wandering and may serve to inform environmental 
designs and care practices” (p. 340). 
 Fleming and Fitzgerald (2009) and Farran et al. (2007) explain that care staff 
are encouraged to learn and be aware of environmental influences and associated 
BSD on people living with dementia. Futrell et al., (2014) further note that more 
research in nursing is required to determine how wandering impacts upon care 
practice as well as identify interventions (p.20). There is a need for actual situation 
based case scenarios to drive staff education regarding BSD and a person centred 
viewpoint to underpin care. Futrell et al. (2014) suggest that providing real life 
scenarios and assisting staff to undertake in-depth individual assessments and 
explorations of residents with BSD may increase staff competence. 
 A NEED DRIVEN DEMENTIA-COMPROMISE BEHAVIOUR 
PERSPECTIVE   
The NDB (Algase et al., 1996) model is a mid-range explanatory nursing 
theory focused on the expression of dementia-related behaviours such as wandering, 
aggression and vocalisation. This model constitutes a conceptual framework for 
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understanding the person with dementia with behavioural symptoms, moving away 
from the traditional view and embracing the view of behaviour as an expression of 
need.  
The NDB describes proximal and background factors that contribute to 
behaviours. Background factors included general, neurological health, such as 
personality traits, language skills, attention and responses to stress. Proximal factors 
consider current issues such as the lived environment, psychosocial, and 
psychological needs including pain, huger, staff mix, and social interaction. In 
RACFs this model enables staff in clinical practice to be guided by evidenced based 
findings for this complex issue to develop individual strategies for their residents 
(Algase et al, 2007, p. 16).  
The model offers a framework to organise and interrelate clinical impressions 
to deal with and manage a multifaceted issue such as BSD (Algase, 1996). In 
acknowledging background factors and reviewing proximal factors staff can better 
identify risks and make recommendations for modifications in care for the person 
with dementia. 
The framework also allows staff to evaluate background factors such as 
neurological factors, make comparisons to the patterns of wandering, then 
incorporate that knowledge along with a review of the proximal factors to assist with 
the development of behavioural strategies (Algase et al., 2007, p. 16). For example 
the lived environment may require environment modifications such as environmental 
cueing to be made to the facility to create a safe environment (Algase et al., 2007). 
Providing environmental changes on exit points by using wall murals and creating a 
socially interactive focal point may also assist in decreasing the risk of social 
isolation.  
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Education regarding this model requires staff to be aware of the NDB 
framework to enable a collective input when developing and implementing safe, 
practical and effective care strategies for the people with dementia with BSD. 
Fleming and Fitzgerald (2009) note that currently most PCAs who work in 
residential care hold a basic aged care certificate qualification and dementia care has 
only recently been added as a compulsory component to the course highlighting the 
need for increased knowledge and understanding for staff within this area.  
 NEED DRIVEN DEMENTIA-COMPROMISED BEHAVIOUR AND 
STAFF   
   An objective of this study was to explore the NDB model in light of the 
analytical findings generated from focus group data. The NDB model is considered 
valuable to staff, as Kovach, Noonan, Matovina-Schlidt and Wells (2005, p. 137) 
inform, as it assists in viewing the BSD as an unmet need rather than as a behaviour 
that is problematic or inconvenient. An assumption of the NDB model is that BSD 
may occur because the caregiver does not understand the behaviour. In turn, Kovach 
(2005, p. 134) argues that the NDB model has influence over a range of situations 
involving staff interventions within the RACF in providing positive outcomes for 
people with dementia. NDB such as wandering can increase stress within a facility 
leading to increased stress for all care staff. 
 Kolanowski et al. (2010, p. 219) note that behavioural strategies for 
wandering are more or less discovered during care for residents and often staff 
develop strategies for individual residents on a trial and error basis. This usually 
takes a prolonged amount of time to develop as accessing a multi-disciplinary team 
approach to strategy development is restricted and dominated by the constraints of 
the RACF. Recreational therapists, for example, may only be available Monday to 
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Friday and during daylight hours. Furthermore, often a multi-disciplinary approach 
to strategy development is not undertaken because the approach is not reimbursable 
from the government. There is currently a need as Pulsford and Duxbury (2006) 
suggest, for effective interventions and to provide care staff with clear evidenced 
based guidelines for the delivery of effective best practice care. 
 SUMMARY AND IMPLICATIONS  
 This contextual literature review provided background evidence on the 
importance of considering issues around the quality of life of people with dementia 
living in RACFs who display BSD and in particular wandering. Discussion regarding 
future directions on the care and management for this cohort were highlighted and 
the need for continued education for care staff at all levels was addressed. This 
review gives emphasis to the need for further research regarding the perceptions and 
actions of care staff within this important area of care.  
 The following chapter explores the theoretical tenets that underpinned the 
research. The research was conducted through a symbolic interactionist lens that 
acknowledged that interaction and structure are interdependent in the construction of 
the social world.  
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 Theoretical Perspective 
 INTRODUCTION         
This chapter explores the key concepts that inform the theoretical framework of 
SI that underpins the study. The concepts in the philosophical tradition of SI sit 
within the very broad realm of social theory. The chapter will first contextualise the 
SI perspective and a variation of SI, the dramaturgical approach, as informed by 
Erving Goffman’s work on the dramaturgical metaphor. The chapter then proceeds 
with a justification of the main concepts that constitute the theoretical position.  
 THE POSITION OF SYMBOLIC INTERACTIONISM 
 SI is positioned within a social interpretive framework that focuses on the 
understanding of interactions and interpretations between individuals. The 
underlying premise is a connection between symbols, identified as social meanings, 
and shared interactions of individuals in human society. Within SI, emphasis is 
placed on symbols as the non-verbal component and interaction between individuals 
as the verbal component of meaning construction. The focus is thus on an 
understanding of symbolic meanings that are generated out of interactions with 
others. This is important in determining how people play active roles in establishing 
social limits by constantly attempting to make sense of the social world. In other 
words, interactions develop social boundaries (Meltzer et al., 1975, p. vii). This 
position points to human actions as active in the construction of society and the use 
of an SI approach thus engages the researcher in a complete awareness of human 
activity and context.   
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 THE DEVELOPMENT OF SYMBOLIC INTERACTIONISM 
The development of SI was founded upon the influential works of George 
Herbert Mead and Herbert Blumer. Mead argued that society is organised into forms 
of groups or social activity (1934, p. 261) and Blumer coined the term SI as a unique 
approach “to the study of human groups and human group life” (1969, p.1). As an 
extension of this tenet, however, this study also draws upon the work of the theorist 
Erving Goffman (1959) and specifically his dramaturgical approach. The basic 
premise of a dramaturgical approach is to “consider the way in which the individual 
in ordinary work situations presents himself (sic) and his (sic) activity to others” (xi). 
It is, therefore, by drawing upon the combination of SI and Goffman’s dramaturgical 
work that this research study explores the perceptions and practices related to the 
direct care giving experiences of staff who provide care to people with dementia 
within a RACF and specifically to those residents who wander. 
 CONCEPTUALISING INTERACTIONISM 
Social theorists over centuries have developed and contemplated human 
interaction and SI followed a significant academic trail in its development. The 
schools of Darwinian evolution, Scottish Moralism, German Idealism, Pragmatism 
and Functional Psychology (Lincourt & Hare, 1973; Prus, 2003; Plummer, 1991; 
Reynolds, 2003a, p. 45) each contributed to the development of SI. In following this 
academic pathway a range of theoretical concepts relevant to the proposed study are 
explained. 
Mead (1934) was influenced by Charles Darwin’s theory of evolution that 
argues how individual behaviour constantly adapts to the surrounding environment. 
Mead, however, understood that humans were not passive in their interactions as 
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were Darwin’s studied animals in their surroundings. Rather, Mead argued that 
depending upon on the situation humans adapt differently as learnt through social 
interaction with one another (1934). This was the foundation of Mead’s work which 
argued that social life for humans is always evolving and thus people constantly 
adjust to and renegotiate their environments.    
Another early influential social philosopher was Adam Smith (1723-1790) who 
ascended from the Scottish moral school and held that interaction with another must 
take into account the views and attitudes of the other. This early conceptualisation 
was to later inform the important Mead concepts of “self” and “me and I” as 
interpreted within social realms. What was significant here was recognition of the 
importance of individuals having sympathy and compassion for others and their roles 
during interaction (Smith, 1759, p.2). This understanding led to the argument of the 
German idealist school that humans react to a self-created environment where 
humans respond, not to the world, but to the environment within that world that the 
individual has created (Reynolds, 2003b).  
The most influential contributor to the German idealist school was Wilhelm 
Wundt (1897) who introduced principles on the use of gestures and the nature of 
language. This theory focused on the existence of the individual mind that develops 
out of communication and social interaction. These principles underpinned Mead’s 
argument that gestures are a social act and that the social act is a response required 
for social interaction (Reynolds, 2003a, p. 42; Meltzer et al., 1975).  
A combination of the above provided the early theoretical platform for the 
development of interactionism and subsequently SI. Each of these early works 
played a vital role in understanding human behaviour and interaction as such. 
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Evolving from this rich tradition was the development of the concept of a social self 
and an understanding of the role of the self. 
 THE SOCIAL SELF  
The philosophical school of American pragmatism drew upon the basic 
premise that one searched for truth in practice and this thought had a great influence 
on the development of SI. The noted works of William James (1842-1910), John 
Dewy (1859-1952) and Charles Horton Cooley (1864-1929) placed Mead and 
subsequently Blumer in position for the revolutionary birth of SI (Reynolds, 2003b; 
Meltzer et al., 1975).  
 To begin, James (1890) conceptualised the definition of the social self and 
argued that individuals had as “many different social selves as there are distinct 
groups of persons about whose opinion he cares” (James, 1890, p. 294). Three 
concepts fundamental to his thinking were the consciousness, self and reality. The 
social self was something whereby an individual gains social recognition from others 
and others hold an “image of him (sic) in their mind” (James, 1890, p. 25). James 
held that the social view of the world was where humans made sense and meaning 
out of their social environment (James, 1890, p. 25).  
This work contributed to the theorising of Dewy (1896) who advanced this idea 
in establishing that the progress of human social development was through the cycle 
of exposure to sensory stimuli and the sequence of responsive acts that follow the 
stimuli. It was the conceptualisation of a response to stimuli and the sequence of acts 
that follow that provided the foundation of social interaction. Dewy (1896) 
determined the use of language as the main mode of human expression within a 
social environment of thoughts, beliefs and feelings. Dewy (1896) also argued that 
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individuals always deliberated before an act and this meant that humans reflected on 
a situation before acting and responding to their environment (Dewy, 1896, p.358, 
366).  
Building on this work, Cooley (1902) expanded upon the idea that humans are 
social in nature and proposed that societies are formed by communication, 
competition and public opinion. In other words, the individual sense of self is 
founded upon responses from others. From here, Cooley developed the theory the 
‘looking glass self’ that consisted of three main themes; individuals imagine how 
they appear to others in the way of appearance, individuals imagine how others view 
their appearance and the way individuals act as a result of interactions (Cooley, 1902, 
p. 179). The self is thus conceived as a social product and interaction and 
communication is drawn from communicative life. It is this interaction between 
individuals and their social environment that Cooley argued needed further 
exploration (Cooley, 1902, p. 179).  
The most significant contribution to interactionism, however, came from Mead 
(1934). Mead was a pragmatist and argued that ego and mind were products of 
society (Ashworth, 2000). His work reflected that of Wundt (1850) and Dewy (1896) 
in its focus on the actions of individuals in response to the attitudes of others. Mead 
went further and argued that human beings must be considered social by virtue of not 
only what they do but also the internalised behaviour that is not directly apparent. 
What Mead noted was that an interaction was shared with a type of “stimulus and 
response” to communication. Thus Mead (1932) held that the central ideas in 
considering and understanding interaction were understanding the self, mind and 
society. 
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Mead’s (1932) concept of self points to the individual characteristics of the 
person. The self is purported to be the response human beings have to things and the 
basis of the meaning that the things have for the individual or self. The self is also 
concerned with how individuals view themselves as influenced by their social 
position and social group affiliations (Mead, 1932; Blumer, 1969).  
Meanings about society held by individuals are positioned so that they are 
influenced when individual or group interaction changes. This can be applied to care 
practice, as it is the collective group membership that constructs and embeds the 
daily routine of practice. In turn, the perspectives of care staff, when caring for a 
person with dementia who wanders, are dependent upon the socially constructed 
centrality of the collective group. If this centrality is disrupted as a result of a shift in 
the group then practice will be influenced (Carrington, 2012).   
The development of the concepts of self and society and the impact these have 
on interaction and communication within social groups draws on the assumption that 
individuals and society are inherently interrelated (Charon, 2007).  This gives rise to 
the process of understanding acts, communication, and interaction and why some 
individuals define a situation differently to others and hence allows for consideration 
of the meanings behind individual responses and actions (Meltzer et al., 1975). It is 
this part of the interactionist framework that places emphasis on conceptualising the 
distinctiveness of human interaction. These early and mixed theoretical arguments 
provided the foundation for the next generation of thinkers who reconceptualised the 
relationship between communication, action and societal interaction and in turn 
created the term “symbolic behaviour” (Meltzer et al., 1975, p. 30). 
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 SECOND GENERATION INTERACTIONISTS  
To bring SI to the position it holds today, Blumer (1969) combined the ideas of 
the early founding works and framed the term symbolic interactionism. Blumer is 
from the second generation of interactionists within the Chicago School of Sociology 
and saw SI as a distinctive approach to the study of “human group life and human 
group conduct” (Blumer, 1969, p. 2, 49).  
Blumer (1969) held the position that individuals create meaning in the social 
world in two ways. First, the meaning of something is considered as situated and 
influenced by the surrounding events and objects. Second, individuals hold a 
physical attachment to social meanings through attachment to events and objects. 
Yet, as Blumer (1969) argued, meaning is not inherent to an object or group. On the 
contrary, meaning is created (and recreated) as a direct outcome of an interaction 
between individuals. It is meaning that provides a platform for people to interpret 
their sensory world.  
From the above we understand that the symbols of language and meaning are 
differentiated through social interaction. Individuals give meaning to symbols as they 
express themselves through language. Consequently, this is the basis of 
communication. In other words, symbols are an indispensable element in the 
formation of communication. The mind and thinking then changes the interpretation 
of individuals pertaining to symbols of interaction (Blumer, 1969). 
Blumer (1969) therefore positioned SI within a social play context as joint 
collective action concerned with how groups and individuals influenced one another 
around the act of communication (Blumer, 1969). He focused upon the proposition 
that interactionism reflects how individuals interpret the meanings of things and the 
58 
58  
ways in which others act towards individuals in regard to those things (1969, p. 2). 
Blumer (1969) argued that it was this type of social interaction that was of 
importance to an individual when adjusting to a situation and was of vital importance 
when interpreting the understanding of meanings of the interactions around this 
process (Blumer, 1969, p.2, 49).   
Within the context of care work, the broad SI perspective offers an approach to 
understand how care staff transact care practice and deal with day to day realities 
(Belgrave, Allen-Kelsey, Smith & Flores, 2004).This is so because it is through 
social interaction and as humans that we jointly define and redefine situations 
(Belgrave et al., 2004). Accordingly, everyday life is not stagnant and when 
confronted we, as social beings, creatively make sense of situations. In this sense, 
practice is organised and continually reproduced through a collective experience and 
applied to new situations that are related or similar to past experiences of the group 
(May et al., 2009).   
Yet, while care staff draw on knowledge of the collective they are much more 
than mere repositories of the generalised other of knowledge (Belgrave et al., 2004; 
Mead, 1932/1980; Sandstrom, Martin, & Fine 2003). The daily familiarity of routine 
within a RACF is often a taken-for-granted reality. Practice becomes embedded 
(May et al., 2009) and it can be difficult to comprehend the impact of the collective 
group of staff on care outcomes for people with dementia who wander. Unravelling 
the illusion (Stryker, 1980) of daily practice and considering care work through an SI 
lens provided a framework for understanding otherwise inexplicable interactions.   
SI as the lens for exploring the social construction of interaction of care staff 
gives focus to the interpretation of the interactions, activities and routines that make 
up nursing care practice. The concept of the social construction of care work 
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encapsulates the way collective groups come to define and perceive practice and 
highlights the ways in which the routine habitual nature of care work is performed 
within the spatially and temporally defined context of a RACF setting.   
In a situation such as a RACF, the collectivity of staff hold the key to the stock 
of knowledge and techniques for managing the everyday world (Strauss 1956) in 
caring for a people with dementia who wander. Thus exploring the realms of 
interaction of staff gave rise to an understanding of the situation of everyday 
practice. In turn, this understanding discloses the care work within which staff 
become entangled. It is the interpretation of the phenomena of social conditions of 
the care group that brings interactive practice to the forefront (Akerstrom, 2002). 
 CRITICISM OF THE INTERACTIONIST APPROACH 
 The primary criticism of SI is that the approach lacks the capacity to consider 
the broader and structural social world. The argument is that SI fails to capture and 
acknowledge social structures and cultures and the unconscious elements of the 
macro world. Hence, the absence of any capacity to locate and interpret society 
within the context that generates the macro world obscures the historical position of 
society and culture and organisations and power (Fine, 1993). In other words, the 
criticism is that the basic social context in which interaction is positioned is not taken 
into account. The implication then is that the foundation of meaning is positioned 
firmly within an individual’s interpretations of interaction thus negating a larger 
social reality (Slattery, 2007, p. 338). The position of SI in care practice is influential 
for interpreting how care staff perceive care for people with dementia who wander 
and in particular in interpreting interactions in specific situations in context. SI 
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provides a platform to define the centrality of meaning in interaction and with a 
focus on the emergence of the interactive (Blumer, 1969; Mead, 1934). 
 While acknowledging the above criticisms it is worth offering a counter 
argument by, for example, considering the early works of symbolic interactionists 
where there was recognition of both the macro and micro social contexts. Indeed, 
Mead (1934) referred to context as significant because it “determines the sort of 
expression which can take place, set the stage, and give the cue” (p.210). Blumer 
(1969) also considered the influence of social structures on social behaviour in 
writing:  
   Human society is to be seen as consisting of acting people, and the life of 
 society is to be seen as consisting of their actions. The acting units may be 
 separate individuals, collectives who members are acting together on a 
 common quest, or organisations acting on behalf of a constituency (Blumer, 
 1969. p. 85).   
Consequently, the SI perspective places emphasis upon the social processes 
from which emerge interaction. Thus interactionism acknowledges that the social 
world is not of the making of individuals and hence meanings of a social situation are 
produced during interaction under certain conditions. It is within this context, 
therefore, that the action of care staff and the implementation of care practices in 
RACFs are influenced by social interactions that occur collectively and within 
context.    
 FURTHER CONSTRUCTS OF INTERACTIONISM  
In light of the development of SI theory, SI has entered an era that Fine (1993) 
refers to as ‘Post-Blumerist’ (p. 65). SI has made use of the core ideas of other 
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disciplines and incorporated these to stimulate theoretical development (Fine, 1993). 
As such the principles of SI, with each new generation of interactionists have 
increasingly been applied in a blended form with a broad range of social perspectives 
(Denzin, 1992; Fine, 1993). Nonetheless, in placing differences in approaches to SI 
aside, symbolic interactionists agree that the source and generation of data occurs 
through the study of human interaction. 
 SOCIAL ORGANISATION 
 As Blumer (1969, p. 87-88) argued, people within a social situation act 
accordingly towards that situation. What this means in context is that care staff act 
towards a situation that is both defined by the collectivity of care work and the 
situation within which that care work is practiced; in this instance a residential 
facility. Thus the social organisation of staff is grounded in the ways where staff 
interpret their situations within RACFs and how the social organisation influences 
those interpretations (Blumer, 1969, p. 87-88). As such, care staff are situated within 
group organisations that constitute a formalised form of social construction.  
 Within a social domain organisations form secondary groups within 
institutionalised forms of human social life (McGinity, 2012). Social organisation 
has been defined as institutions that:  
 … should be depicted as the products of their members actions in 
 circumstances that are not entirely of their own making, although allowing 
 scope for manipulation and manoeuvre (Dingwall & Strong, 1985, p. 212).  
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This is where interactionism exists as a conceptual tension within the analysis 
of organisations (Hallett, Shulman & Fine, 2009). Yet, Blumer (1969) addressed this 
tension in arguing that:  
 Social organization is a framework inside of which acting units develop their 
 actions. Structural features, such as “culture,” “social systems,” “social 
 stratification,” or “social roles,” set conditions for their action but do not 
 determine their action (Blumer, 1969, p. 87-88).  
 The concept of organisation is important in addressing everyday practice 
when caring for people with dementia who wander. The emphasis is on 
understanding the collectivity of the care group and how practice is socially 
produced and reproduced. Contemplating practice in this way sees social interaction 
within care groups as a continuous process of interactional experience within a 
context (Stryker, 2008). Consideration of social systems within care groups hence 
sees practice as composed of interactions within organised systems through role 
relationships that are a complex mix within institutions (Stryker, 2008) such as a 
RACF.   
 INTERACTION AND ORDER 
To view care practice through the lens of an interactionist frame provided a 
means for discerning the diversity of the interdependent relations of care staff. This 
contributed to the interpretation of the meaning of the construction of practice and 
how this is influenced care. Social order within the RACFs was constituted by care 
groups and the care groups themselves constituted by that order (Fine, 2012). An 
interpretive analysis of the interactions of staff at the immediate level of action 
therefore revealed how orders of interaction between care staff was achieved. This, 
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in turn, generated understanding of meanings that were integrated within everyday 
practice (Fine, 2012).  However, within group action, the concept of a social role is 
considered as “not just the actions of one individual but the combined exchange of 
duties and rights by the individual” (Lopata, 2003, p. 158).  
 In applying this to care practice, it is assumed that the social role of staff is 
negotiated and defined through a process of interaction with one another within roles 
(Lopata, 2003, p. 158). In short, this means that staff members construct the care of a 
person with dementia who wanders through interactions with one another. They are 
part of the total entity of the collective social role (Lopata, 2003, p. 158). The notion 
of the idea of role creation puts emphasis on the dynamism of social roles. Each 
individual negotiates and creates roles to fit specific interactions (Lopata, 2003). 
 GOFFMAN’S INTERACTION ORDER  
Thus, the interpretation of the social construction of staff interactions can be 
located within a dramaturgical framework. The dramaturgical approach to symbolic 
interactionism assumes that individuals act in such a way to influence situations and 
that the structural conditions are a necessary part for the explanation of the 
emergence of human interaction. 
Goffman (1959) illustrated that people working in institutions used interactions 
to set up situations through role play to mediate behaviour. Here Goffman (1959) 
offers an alternative lens to symbolic interactionism and did not self-define as a SI. 
Nonetheless, as Fisher and Strauss (1979, p. 479) noted, Goffman has been 
considered a traditional interactionist and situated within that paradigm and his work 
is identified as having an ‘interactionist concern'. 
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 The above means that being sensitive to an alternative view of interactionism 
allows for an alternative lens on dementia care that may broaden perceptions 
(Askham, Briggs, Norman & Redfern, 2007; Holmes, 1992). The order of interaction 
and social roles within a dramaturgical framework is positioned within the 
encounters between care staff in everyday practice.   
Goffman’s (1959) dramaturgy radically altered the conceptualisation of order 
of social organisations and offered a counter theory to interactionism. Goffman 
circumvented the works of Mead and Blumer and created a “dramaturgical 
framework” to unravel societal interactions and in particular within daily occupations 
by viewing the presentation of the individual self (Goffman, 1959; Denzin, 1992). 
Thus interaction was positioned within social organisations and a framework of 
interaction (Hall 1997) was defined within the dramaturgical paradigm.  
The significance of Goffman’s (1959) work to the current research was in 
revealing how social actors, the care staff and the RACF assumed social roles that 
were performed and integrated into practice and constructed the meaning of caring 
for people with dementia who wander. The collective agency of the care group was 
realised within the constraints of the interaction order (Smith, 2011). Interactions 
within the care teams took place between care staff and defined workability and 
informal decisions and divisions of labour. While the collective is potent, social 
discrepancies show up the social responsibilities that bind our interactions and can 
reveal individual motives which then may lead to frustration and feeling of 
resentment or social incompetence (Goffman, 1967). 
Goffman’s (1959) dramaturgical perspective considers that social life is viewed 
as the predictability of following social rules does not always lead, or necessarily 
predict, social order (Goffman, 1959). We are all obliged to act with a manner of 
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social order and rules are subject by all of us to interpretation. It is this interpretation 
that constitutes our own rules of social order and behaviour (Goffman, 1959). 
For care staff, the social responsibilities bind the interactions of the care team. 
In Goffman’s (1959) terms, care staff sought to create an impression of themselves 
that they wished to convey to others within a social context. As such interaction 
between staff was played out as a theatrical performance though impression 
management.  
Conceptualising the social conditions of dementia practice and interactions in 
care work provides a lens for considering care in a residential setting which can be 
viewed, in the terms of Goffman (1961), as an institution. From this perspective, 
social relationships and interactions are influenced by the social order of a facility 
and the construction of the social situation within an institution is through 
negotiation and interaction between residents and staff (Goffman, 1961). These 
conditions can be defined as normal in considering everyday care work.  
The above is important in considering the ways in which care staff organise 
practice within regimes, the circumstances for practice and within the rules of scope 
of practice (Jilek, 2000). In view of these points the socialisation of RACF staff can 
be considered as a formal way by which performances are deemed real and 
legitimated (Holmes, 1992). Exploring and understanding care interactions within the 
social interchange of practice revealed staff perceptions and the context in which 
those with dementia who wander and care staff performed.  
 SOCIAL INTERACTIONS IN THE DRAMA OF CARING  
 Nursing is often viewed by nurses as a performance (Holmes, 1992). The 
performance of caring, therefore, can be constructed and considered through the lens 
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of dramaturgy whereby professional caring for others can be viewed metaphorically 
as a theatrical performance (Holmes, 1992). In other words, the theatrical metaphor 
of dramaturgy, or impression management, enables the role of care and perceptions 
of staff to be considered as a performance (Goffman, 1959). The perceptions of staff, 
considered through a dramaturgical lens, emphasises the social nature of caring and 
thus proffers an alternative view of human interaction within the residential aged 
care sector.  
A RACF can be considered as the metaphoric platform of a theatre whereby 
the resident is the spectator and the nursing staff are the actors. Combined they create 
a broad stage to define the situation at play. The roles of care staff make up the 
performance script, the uniforms are seen as costumes and the symbolic metaphorical 
stage takes place within the clinical setting. The dramaturgical perspective enables 
the social life within an organisation such as a RACF to be explored.  
 Social interaction is the central focus in delivery person centred dementia 
care (Kitwood, 1997). The dramaturgical perspective, therefore, offers the social 
construction of care to be positioned in the creative potential of the care collective. 
The joint performance of the collective offers a lens to view care as a collaborative 
performance and interactions set within the social organisations of care. The frame of 
dramaturgical perspective of dementia care brings the social construction to the 
forefront.  Sawyer (2003) states that a “group creativity results in the collective 
creation of a shared creative product” (p. 12) and that this method can be viewed as a 
type of “collaborative emergence” (p. 12).  
In an aged care facility care work is positioned primarily with the care worker.  
Care is constructed, achieved and dependent upon the characteristics of the care 
worker (Kitwood, 1997). Interactions are constructed by the care staff in a moment 
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by moment exchange from which collaborations in practice proceed. In other words, 
interactions emerge from other interactions (Sawyer, 2003). Social interactions 
around caring for persons with dementia in a residential setting may be considered as 
such and the interactive process of care delivery viewed through a dramaturgical lens 
to generate an understanding of the social construction of care.  
 In terms of the above, all interactions in practice are assumed to stem from 
creatively shared group experiences and the meanings created from these experiences 
(Sawyer, 2003) that influence practice. The unpredictability of the care process 
within day to day care, therefore, provides a lens to view the complexities of 
interactions. Kuhn and Verity (2008) note that staff are “artists of dementia care” (p. 
15). This metaphorical position depicts dementia care as requiring care staff to be 
artistic, creative, and to improvise order to achieve a care relationship. 
 SOCIAL CONDITIONS  
For the most part, collective notions of interactions in practice allow little or no 
room for widespread alternatives or integrated conceptions of caring for people with 
dementia who wander as practice is encapsulated within a social sphere (Encandela, 
1997). In relation to Goffman’s work and also that of Mead, what we retrieve is the 
fundamental point that human behaviour is essentially social. Hence there is a need 
to understand human action through grasping meaning and interpretation of social 
behaviour and the impact this has upon interactions (Mead, 1934, p. 50-154).  
Central to staff interactions, therefore, is the structure of socially created 
conditions. For example, those in charge structure social conditions so that their 
power is not directly noticed but is replicated and upheld without its observable 
expectations (Clegg, 1989, p.184). Roles within care practice are defined by the 
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institutionalised power (Hall, 1997) and as such staff work within the boundaries of 
practice. However, ever present negotiations amongst the team address group culture, 
socially embedded collective action and role identity (Fine, 2012). By employing 
Fine’s (2012) argument, the collectivity of practice can be considered as built 
through shared experiences and as such spaces in practice are identified as creating  
ongoing social relations within a team (Fine, 2012).  
Drawing again on Fine (2012), the order of interaction is defined by groups as 
a combination of individuals who are defined by social relations through shared 
place, collective culture and common identify. What follows is a more in-depth 
explanation of the concepts of role play, performance and institutions all of which 
have direct relevance to the research context. 
 ROLE PLAY IN CARE WORK  
Goffman’s (1959) work explored the complex micro network of interaction and 
observed behavioural interaction in the context of a theatrical performance. Goffman 
argued that, in particular, his focus was on the ways “in which the individual in 
ordinary work situations presents himself and his activity to others” (1959, p. iv). As 
noted above, this classified the approach as “dramaturgical” and one that examined 
how individuals interacted with each other. Individuals were termed “actors” who 
‘role play’ in manipulative ways and intentionally create situations in order to 
“manage others impressions on them” (Goffman, 1959, p. iv).  
The basic principle of the dramaturgical approach is that each individual act is 
a performance during an interaction with each aiming to control the impressions that 
others receive of them. Essentially each person puts on a performance for the other 
by using the metaphor of a stage performance. Individuals are described as actors 
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and the audience as co-performers with the importance placed upon the 
understanding of how individuals present, perform and how others perceive the 
performance (Goffman, 1959).  
The actors during a performance play the part of a character that they wish to 
impress on the observer and hence display a performed show of the self (Goffman, 
1959). The performer may also employ types of protective practices such as 
expressive control to conceal their true feelings, emotions or actions to provide a 
homogenous performance (Goffman, 1959). Protective practices maintain a smooth 
performance and also provide a certain amount of respect and social role distance 
from an audience in regard to the performer (Goffman, 1959, p. 67). The process of 
staff performance situates residents and residents’ families as the audience. Thus if 
carers want an audience to “think highly” of them, then they may consider how to 
best influence the situation and present in a way that will or could leave an 
impression on the audience (Goffman, 1959, p. 4, 17).  
 Goffman’s (1967, p. 98) argument emphasises the impression an individual 
makes upon others. The application of Goffman’s work allowed for an exploration of 
staff collectively constructed practice and the implications this had for care.  
 Defining practice within the dramaturgical framework assumes that the care 
members were able to successfully perform their roles through impression 
management of others. The social world becomes occupied with the style of 
impression management wherein an individual becomes an actor who acts behind a 
variety of performance masks and each performance holds an assortment of 
techniques which aim to control the impression he or she so wishes to convey with 
whom they are interacting (Goffman, 1959; Manning, 1992; Ulsperger & Paul, 
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2002). Here the individual self is viewed as having multiple selves and individuals 
represent themselves differently according to the situation (Goffman, 1959).  
 Goffman (1959 p.4) argues that individuals have always had an interest in 
controlling the impression that others receive of them within a social interaction or 
social situation. The various techniques played out by individuals as performers 
create an impression on others by which to consider them.  For example, a believable 
performance is constructed by moderating social distance through mystification of 
the role (Goffman, 1950; Holmes, 1992). The performing actors are able to adjust 
their social status by changing their personal front, manner and appearance by (for 
example) wearing uniforms to create a type of stage setting and scene for the 
audience (Goffman, 1959, p. 24). In Goffman’s view (1959), social actors make a 
cognisant effort to produce an impression for others to see. Some argue that this 
process of impression management is not entirely part of a dramaturgical 
performance but more the mere fact that one is not always aiming to seek to control 
the impressions of others (Edgely, 2003; Ulsperger & Paul, 2002; Manning, 1992).  
  IMPRESSSION MANAGEMENT  
The process of impression management within a dramaturgical context, 
however, does exist and the illumination upon self-presentation of impression 
management sits firmly within the theatrical metaphor of unpicking social interaction 
and organisation (Goffman (1959, p.77). Goffman (1959), sought to explain the 
organisation of social life whereby all individuals attempt to control the presentation 
of themselves and how they are perceived by others. From this perspective, 
impression management is considered as integral to the interactions of staff.   
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 Furthermore, individuals and teams work within regions and are “bounded to 
some degree by barriers to perception” (Goffman, 1959, p. 106). Performances may 
be carried out in a “front region” or “front of stage” where the performance is 
delivered by the team and a scene is set by the performer for the performance of a 
role. In regard to a RACF this may be the areas of care delivery such as the bed side, 
lounge rooms, activities spaces and dining rooms. These areas are where care teams 
perform their roles as care givers. Care staff work within groups and teams and as 
such this provides solidarity within the group. The care groups create a collective 
energy within the shared areas of practice (Durkheim, 1912/1985).  
In many instances much of a performance carried out may be in a “back 
region” or “back stage” area. The back area may be behind the stage of scene setting. 
These back regions are of equal importance to the team performance as this is the 
area where teams can drop the performance and undertake role preparation 
(Goffman, 1959, p. 113). In considering the division between back and front regions, 
the role of the performer in the front region displays politeness and decorum and this 
is dropped in the back regions where the performance is prepared (Goffman, 1959, 
238). To consider this in the context of a RACF, this may be the staff room where 
staff debrief and prepare for their next role of caring or the clinical treatment room 
where preparation work is undertaken. The back region may also refer to processes 
whereby decisions around care giving are made and instituted.  
Accordingly, the theoretical view point of dramaturgy is central in the 
interpretation of the ways in which staff perceive and present themselves when 
caring for people with dementia. This is achieved by understanding how staff work 
as individuals and how they preserve their role as a collective team. To expand on 
Goffman’s (1959) dramaturgical approach, it is also necessary for this study to 
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situate the micro social interactions within a formal institutional setting such as a 
RACF.   
 THE RACF AS AN INSTITUTION 
A formal institution or total institution, as coined by Goffman (1961), is “a 
place of residence and work where a large number of like suited individuals, cut off 
from the wider society for an appreciable period of time, together lead an enclosed, 
formally administered round of life”(p.11). Total institutions are essentially removed 
socially from the outside world as the everyday world is left behind and this 
constructs a barrier between persons within and outside. In society generally, 
individuals carry out different aspects of their lives in separate places; however 
within a total institution this is not the case as all of life is carried out in the one place 
and in accordance with institutional routines (Goffman, 1959, p. 17).  It is within a 
total institution that there is a divide between the staff that work there and as 
Goffman describes them (1961, p. 19) the “inmates”.  
This is important to this research where a social distance existed between 
carers and residents in the RACFs. Two separate social worlds grow, leading to a 
divide in communication and interaction as staff construct a type of role distance 
between residents and their work (Goffman, 1961, p. 20; Herman- Kinney, 2003; 
Burns, 1992, p. 150). 
Goffman’s conceptualisation of a total institution thus resonates with the 
setting that provides care for people with dementia who wander. As such this 
theoretical stance provides a vehicle for examining how staff and those dementia 
who wander are positioned within a RACF. 
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 CRITICISM OF GOFFMAN  
Goffman’s micro level focus on performance interaction has been a target for 
critics who point to the absence of an analysis of power play within relationships. 
While the actor and the audience appear in Goffman’s frame what is not considered 
is that which exists beyond. In particular, Goffman’s analysis avoided the question of 
whether the act in the performance was merely seeking prominence for the performer 
(Edgley, 2003, p. 184; Kuhn, 1964; Denzin, 1969; Meltzer et al., 1975). 
 A further criticism is that Goffman viewed only a very narrow aspect of 
“human group life” in focusing on face to face interaction rather than on what 
humans were doing and why. Thus Goffman paid little attention to the total 
encounter by looking only at the micro interaction (Blumer, 1972, p. 52; Meltzer et 
al., 1975, p. 73). Indeed, in considering this study it may also be argued that such a 
view ignores the broader contextual environment wherein interaction occurs. This 
may be of significance in the research setting and for this reason the overall 
theoretical frame adheres to the SI tradition. As noted earlier, SI allows for 
consideration of the micro and macro contexts of a phenomenon under study and in 
this case the context of dementia care in a RACF. 
3.11  SUMMARY 
This chapter has drawn together a range of relevant theoretical concepts and 
provided justification for the theoretical perspective of SI as the underpinning 
framework for the study. It is these concepts that give focus to an understanding of 
how staff perceived and interacted with people with dementia who wander within a 
RACF. In so arguing, the chapter also provided a background to SI and the 
intellectual influences on the evolution of this tradition. Relevant concepts drawn 
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from the work of Goffman were also explored including individual performers, 
teams, and total institutions. Goffman’s dramaturgical frame offered a lens for 
understanding the social organisation of interaction in practice 
Viewing practice through a more abstract and alternative lens moved the focus 
away from the traditional SI to view interaction as theatre where each staff member 
“puts on a show for the other” (Goffman, 1959, p. 163). Thus, employing the work of 
Goffman (1959) posed a new way of viewing the social conditions of interactions 
between staff. This presented an alternative understanding of everyday practice and 
the formation of meanings and perception of practice.  
The interaction order of practice within a dramaturgical framework focused on 
the work roles of staff and the interactions between one another. Interactions were 
then viewed as staff giving performances and undertaking everyday roles and 
routines within those performances (Goffman, 1959). This can be considered within 
the context of caring within a RACF where social roles can be seen as a dramatic 
performance and interactions as captivating. Goffman’s concepts thus informed the 
theoretical context of the research and his explanatory notions of the self and acts 
within interaction shaped the analytical conclusions around staff perceptions. Hence, 
the consequences of staff actions and the construct of the situation in which care was 
enacted was the focus. The following chapter provides a detailed explanation and 
justification of the methods applied in the study.  
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 Methods 
 INTRODUCION      
The objective of this chapter is to provide a detailed description and 
justification of the methods used in the study. The study applied an interpretive 
analytical lens drawing on a generalised method as informed by Charmaz (2011). 
Each step in the research study is addressed in turn including description of sites, 
participant demographics, sampling, data collection method, analysis and ethical 
considerations.  
 RESEARCH DESIGN  
As articulated in the previous chapter, this research was underpinned by 
theoretical tenets drawn from SI and the interpretive work of Goffman. This 
theoretical perspective required methods that were congruent with and would 
contribute to the development of theoretical knowledge in the research area. The 
theoretical interpretive stance led to the adoption of a generalised method of 
grounded theory (GT). The term ‘generalised’ is used to reflect the position of 
Charmaz (2011, p. 363), who argues that GT is a ‘general method that has been 
generalised’ and that regardless of how the method is applied it fosters an ‘analytic 
edge’ in research. In Charmaz’s words: 
…researchers who subscribe to varied theoretical perspectives can use specific 
 strategies of grounded theory such as coding, memo-writing, and theoretical 
 sampling…, no method is neutral. It arises from specific values, 
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 assumptions…. It directs the researcher toward certain types of research 
 problems and questions … (2014, p. 176). 
Nonetheless, SI and GT are an obviously strong fit. Where SI aims for 
understanding and meaning of action GT seeks to discover what is going on within a 
situation. Both positions assert that people act at once as individuals and as 
collectives (Charmaz, 2011; Sandstrom & Fine, 2003). This approach to method 
facilitated the exploration of the underlying everyday social processes grounded 
within data and provided a tool for interpretation of that data (Glaser, 1998). The 
objective was to generate a theoretical interpretation, rather than a description, of the 
social processes that shaped the interactions of staff when caring for people with 
dementia who wander (Charmaz, 2006; Glaser & Strauss, 1967). Hence, Charmaz 
(2011) proffers a set of analytical tools that provides a rigorous but flexible approach 
to analysis which decreases the risk of driving the data from already fixed ideas 
(Charmaz, 2006).   
The strategies adopted adhered to what Charmaz refers to as a generalised 
version of GT methods (2011, p. 362). These methods involve conducting data 
collection and analysis in a simultaneous constant comparison process (Charmaz, 
2011). Thus, theory construction began with an emphasis upon theoretical sampling 
and a focus on the construction of theory rather than description (Charmaz, 2011).  
 Both SI and GT have origins firmly embedded within the pragmatic 
philosophical stance. SI positions the focus of social inquiry on the empirical world 
of social interaction. This involves direct and rigorous observation to interpret 
abstract social issues. Indeed, the methodological principles of GT employ the 
process of exploration of data and a flexibly during the analysis stage (Charmaz, 
2006; Blumer, 1969; Klunkin & Greenwood, 2006).    
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The dynamic relationship between SI and Charmaz’s method of GT is 
premised upon the construction of meanings in human societies and the interpretation 
of those meanings. Thus, in this research, SI provided the theoretical platform for the 
collection and analysis of data and an emphasis on the understanding of meanings 
and the interpretation of those meanings.  
 Charmaz’s GT method also ensures a sense of freedom to shape meaning and 
the opportunity to adapt the research focus to a developing analysis (Charmaz, 2006, 
2011, 2014; Liamputtong, 2013). Theoretical understanding is then constructed 
through the influence of both SI and a GT framework.  
 THE CHARMAZ INFLUENCE   
Grounded theory as a social research approach was developed by Glaser and 
Strauss in the late 1960s and made public in the text, The Discovery of Grounded 
Theory (1967). According to Glaser and Strauss (1967) grounded theory is the 
“discovery of theory from data”. This approach, in challenging the prevailing 
preoccupation with grand theory in social research was developed as a mode to 
generate rather than test theory (Glaser & Strauss, 1967). The GT approach therefore 
sought to shift the focus of research to the discovery of new knowledge rather than 
ongoing interrogation of existing knowledge (Glaser & Strauss 1967; Glaser & 
Strauss, 1967). The use of this method was founded on a systematic approach to data 
collection, coding and analysis. Analysis of data is then undertaken as comparative 
analysis for the generation of theory. 
Charmaz (2003, 2006, 2011, 2014), has drawn on the work of Glaser around 
coding procedures although the philosophical stances of the two differ. For Charmaz, 
the emphasis is on the studied phenomenon rather than the methods, with “a 
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reflective stance on modes of knowing and representing studied life” (Charmaz, 
2006, p. 509). Furthermore, while the traditional Glaser and Strauss view proposes 
the discovery of theory, Charmaz (2011) argues that theory is not discovered but is 
actively constructed through research. As such and in bringing a constructivist lens to 
GT Charmaz, (2011) argues that there is no one definitive reality but that a 
combination of a researcher’s realties and knowledge and the research process 
produces a particular reality. Hence, the current research did not require the 
application of a predetermined set of rules but applied GT methods as they were 
relevant to any point within the analysis (Charmaz, 2007. p, 21).   
Furthermore, Charmaz’s approach is positioned wherein the researcher is 
integral to the analysis (Charmaz, 2006, 2011, 2014). This means that through the 
interactions between researcher and the interviewee meaning is constructed as 
categories develop. This is because each explanatory process of data varies across 
space and time. Thus the researcher does not reproduce a participant reality but 
creates a framework of realties. The research outcome is as such a product that is 
created and influenced by the social view of the researcher and an interpretation of 
the situation (Charmaz, 2011). This position recognises that, in contrast to Glaser, an 
impartial researcher position is not possible. The collection of data and the analytical 
phase are influenced by researcher and participant interactions (Charmaz, 2003, 
2006, 2011, 2014).  
This is the foundation for theory generation. Charmaz’s (2011) position holds 
that at the centre of research is a quest for meaning and the contextualisation of that 
meaning through data interpretation. Theoretical ideas assist with interpretation and 
develop abstract understanding rather that a predicative explanation.  
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The methods employed provided the study with a perspective about (or ‘on’) 
the perceptions of the staff, that is, “of those who live it”. Over the past decade, 
Charmaz has been influential in shifting GT towards a more social constructivist 
(and more recently social constructionist) position that acknowledges the role of 
researcher in the field in developing and analysing interactive data (Charmaz, 2011, 
2014; Alvesson & Skoldberg, 2009). The interpretive stance considers that the 
researcher interprets the social world in terms of what social action means to those 
performing in a social context that is an ever evolving, changing entity. It is through 
this interpretive theoretical lens that the social world is perceived as constantly 
changing because humans are creative and evolving (Herman- Kinney & 
Verrschaeve, 2003, p.216; Charmaz, 2006, p. 522). 
Nonetheless, the method asserted by Charmaz has its roots firmly within GT in 
giving primacy to the constant comparative process for theoretical analysis and 
interpretation (Charmaz, 2011). The constant comparative method, as a distinctive 
feature of GT, refers to a flexibility where the researcher collects data and undertakes 
analysis simultaneously. Thus the constant comparative method ensures a link 
between data and the analysis of emergent theoretical concepts in the coding process 
and the construction of codes (Thornberg & Charmaz, 2012). By employing the 
constant comparative method data can be associated with data, and codes and data 
with new codes and data (Thornberg & Charmaz, 2012; Glaser & Strauss, 1967). 
Thus constant comparison allows the researcher to focus upon what works and what 
is relevant to the research. The researcher is then able to develop conceptual 
categories from codes and place emphasis on the “construction’ of theories rather 
than description alone. The discussion now turns to a more detailed explanation of 
the methods applied in each phase of the research.   
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 SITE AND SAMPLE  
A purposeful sample of four RACFs in metropolitan Sydney, NSW, constituted 
the research sites. A purposeful sample is also referred to as an availability sample 
and is dependent upon the availability of and access to participants (Tracy, 2012; 
Charmaz, 2006). The rational for the sample was that it was required for the study 
access to care staff within their everyday social setting.   
Purposeful sampling was applied at the commencement of the research to 
recruit participants. As the research progressed theoretical sampling was used to 
guide ongoing recruitment. Theoretical sampling refers to focused participant 
recruitment as informed by ongoing data analysis (Charmaz, 2006, 2014). Thus 
recruitment and analysis occurred simultaneously. The data generated from the use 
of this sampling method assisted in clarifying theoretical understanding (Bagnasco, 
Ghirotto & Sasso, 2014).  
While all RACF sites were located in Sydney, NSW, each was uniquely 
different. The first site was located in the Southern Suburbs of Sydney and was a for 
profit aged care provider with RACFs in NSW, QLD and SA. The site was an 83 bed 
RACF with 23 beds allocated for dementia specific secure services. The second site 
was located in the Sutherland Shire, Sydney. This site had 76 beds. This aged care 
facility operated under the same hierarchical management structure as the first site.  
The third site was a privately owned stand-alone 62 bed RACF and was located in an 
inner western suburb of Sydney. The fourth site was located in south west Sydney in 
a semi- rural suburb. This latter site was a not for profit charitable organisation and 
was a co-located site with four RACFs on the one site with a total of 309 beds. This 
site also provided for dementia specific secure services. Each site was identified 
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within the study transcripts as RACF, 1, RACF, 2, RACF 3 and RACF 4. The 
numerological order is a reflection of the sequence of data collection.  
Initially a letter was sent via email to the Care Managers / Directors of Nursing 
at each of the three sites. The letter outlined the proposed project and requested 
support to conduct the research within the respective facility. The Care Managers/ 
Directors of Nursing at each three sites gave approval for information sessions to be 
held for potential participants.  
A staff information pamphlet was prepared in relation to information sessions 
held at each site to inform staff about what participation involved. The information 
sessions were conducted at each RACF at times convenient to nursing staff, such as 
the period where shifts overlap. Three participant information sessions were held at 
each site during February – March 2014. Consent forms were signed and collected at 
the information sessions and also on the day of participation prior to the 
commencement of each focus group.  
The information sessions explained the project in lay terms and reinforced that 
participation was entirely voluntary and that each individual had the right to been 
fully informed of the project. At the information sessions potential participants were 
given Participant Information and Consent forms. Each information session 
explained each step of the project including the purpose, methods, demands, 
anticipated level of risk and possible benefits of the research and how consent would 
be provided. The information sessions also provided opportunities for potential 
participants to ask questions and discuss the project.  
The prospective participants had two weeks to consider a decision to 
participate and subsequent follow up information sessions were offered at each site. 
These subsequent sessions provided an opportunity for further discussion and 
82 
82  
questions. During the second and third information sessions interested participants 
were asked to provide informed consent. Again participants were informed of the 
voluntary nature of participation and the right to withdraw participation at any time 
during the conduct of the study.    
 PARTICIPANT RECRUITMENT      
The participants for the project were purposively drawn from RACF staff. This 
type of sampling meant that the researcher engaged industry knowledge to select 
participants. The aim of this research was to bring together the research study goals 
and sample and purposive sampling was used to recruit relevant individuals (Tracy, 
2012; Berg & Lune, 2012). 
The researcher sought participants who were willing to engage in an interactive 
conversation around the care of people with dementia who wander (Quartaroli, 
2012). The cohort from which the participants were recruited included all who were 
responsible for the provision of nursing care with the RACFs. The research 
recognised that the staff mix in RACFs at the time of recruitment meant that the 
practices and perceptions of unlicensed care staff would be significant in 
constructing care for people with dementia who wander.   
A combination of formally qualified Registered Nurses (RNs) and unlicensed 
care staff including Personal Care Assistants (PCAs) and Assistants in Nursing 
(AINs), who had been employed at each of the sites for a minimum of three months 
and  were eligible to participate in the study. Staff were employed as full time, part 
time or casual and it was deemed important to capture information from and include 
all levels of staff experience.  
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The total sample size =  48 participants 
Participants, 47 female, 1 male 
Ages between 19- 72 years 
 
 The following information provides a detailed description of the participants 
in the respective RACFs.  
 Nine participants participated in the RACF 1 focus groups. The sample 
consisted of two RNs, one with a nursing bachelor degree and the other 
completing a nurse practitioner degree specialising in aged care. There 
were seven PCAs with Certificate 111 and five PCAs with Certificate 
1V qualifications. 
 In RACF 2 the participants constituted six PCAs, five of whom had 
completed a Certificate 111 and one a Certificate 1V in leisure and 
lifestyle. Two of the PCAs were first year undergraduate nursing 
students.  
 Three RNs from RACF 3 participated, two of whom had nursing 
bachelor qualifications and one a postgraduate degree in emergency 
nursing. A group of six PCAs with Certificates 111 or 1V were 
participants.  
 In relation to RACF 4 there were two RN participants one with a 
nursing bachelor degree and one with a master nursing qualification. 
Eight PCAs participated, seven with either a Certificate 111 or 1V 
and on PCA with a Certificate 1V in leisure and lifestyle. 
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 DATA GENERATION    
Data generation was undertaken through the conduct of focus group interviews. 
The focus group interview was chosen as a data generation method because group 
discussion enables the observation of collective human interaction (Herman-Kinnery 
& Verschaeve, 2003). While it is important to note that “a focus group interview is 
not an interview” it does provide a platform for a discussion of an issue of concern 
and the emphasis becomes focused on the human group action and interaction 
(Herman-Kinnery & Verschaeve, 2003). The social construction of interaction is 
viewed as an effective methodological vehicle for achieving a rich and thick level of 
understanding (Herman-Kinnery & Verschaeve, 2003).  
Historically focus groups have been employed by large corporations for market 
research. A much noted example is the case of the military during the Second World 
War where the focus group was used to observe public reactions to war time 
propaganda and by activists and revolutionaries to assist in progression of their 
issues (Herman-Kinnery & Verschaeve, 2003; Liamputtong, 2013; Kamberlis & 
Dimitriadis, 2011). It is now broadly acknowledged that the interactive nature of a 
focus group provides a productive medium for the philosophical consideration of a 
research question. An interactive group discussion can stimulate even contradictory 
versions of how individuals interpret their experiences (Kamberlis & Dimitriadis, 
2011; Liamputtong, 2013, p. 79). In other words, the focus group is an interactive, 
social discussion with a collective interchange of dialogue and is structured to 
investigate a specific set of issues as within this study (Kitzinger, 1994; Kamberlis & 
Dimitriadis, 2011; Liamputtong, 2013). More specifically, the focus group 
encourages participants to disclose information within a group environment so that 
the group may uncover information that would be challenging to otherwise obtain, 
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for example, from one on one interviews (Kitzinger, 1994; Kamberelis & 
Dimitriadis, 2011; Liamputtong, 2013).  
 Importantly the SI tradition converges methodologically with the focus group 
interview. The assumptions of SI about the social process of meaning making, to 
which group interaction is integral, were congruent with the data generation method. 
Indeed, as Blumer (1969, p.41) argued, the collective nature and interaction of a 
group discussion provides valuable data that “…will do more to lift the veils 
covering the sphere of life than any other device that I know of”.  
Focus groups are advantageous as a way of gathering the emerging interests of 
a group which generates new questions and ideas when a group discusses a shared 
curiosity of interest (Berg, & Lune, 2012). Further an advantage of the focus group 
interview is that it is a flexible way of bringing participants together in respect to the 
number of participants. This method all produces a view of the social interaction 
within the group and the interaction in turn provides insight into the dynamics of the 
group (Berg & Lune, 2012). These dynamics within a focus group are important to 
the overall effect and are considered as the effect the group has upon each other 
(Morgan, 1996). 
 THE FOCUS GROUPS 
The times for the focus groups were negotiated with the management at each 
site when the researcher returned to collect the participant consent forms. Each focus 
group at each site consisted of 6-10 participants. Some participants attended more 
than one focus group. It was anticipated that two focus groups, each of 
approximately one to one and a half hours duration, would be undertaken at each 
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site. Due to the nature of ongoing and simultaneous data generation and analysis, a 
further focus group was conducted at each of RACF 1, RACF 2 and RACF 4.  
 Thus in total, 11 focus groups were undertaken involving 48 participants. The 
focus group interviews were held at times most convenient to participants and within 
their respective RACFs and were audio recorded. At RACF 1, focus groups were 
held at 11.00am, 1.30pm and 2.30pm. At RACF 2, focus groups were held at 9.30am 
and 10.30am and 11.00am. At RACF 3, the groups were conducted at 1.30pm and 
2.30pm and at RACF 4 the times of the focus groups were 10.00am, 11.30am and 
3.00pm. The focus groups all took place in available office space that enabled a 
round table discussion, at each of the RACFs. The forum was organised in a manner 
whereby group members could share their stories and express their views within a 
quiet setting. 
Each focus group commenced with the collection of any remaining consent 
forms and began with casual discussion regarding the working day to build rapport, 
reassure the participants and also to explain the nature of the study. An emphasis 
upon building rapport with participants offers a situation to develop a relationship 
with the participants to create a non-hierarchical research relationship (Berg & Lune, 
2012). A level of comfort was established and ensured that the group members were 
fully informed about participation in the research study and that they were free to 
withdraw consent at any stage of their participation. Discussion was also conducted 
around the anonymity of participation and the storage of data 
The length of each focus group was between 1- 1-1/2 hours. The duration of 
discussions were determined by participants. Management at each RACF had 
arranged for the staff to be not required for care work during the allocated focus 
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group time. Nonetheless, some participants indicated that that they were still to be 
accessible to other staff members.   
The researcher guided the direction and the structure of the group conversation 
although resisted imposing opinions regarding any aspect of the discussions (Berg & 
Lune, 2012). The participants were initially asked semi-structured questions 
(Appendix B) around caring for people with dementia who have wandering 
behaviour as part of their behavioural and psychological symptom profile. Semi 
structured questions within focus groups provides direction while allowing for a 
flexibility in the conversation (Kruger & Caesy, 2000). The semi structured questions 
allowed for the use of initial open ended questions and then more focused questions 
as the conversation evolved (Galletta, 2013). 
The participants were also asked about their interactions with one another 
during their specific work within the care relationship for people living with 
dementia who wander. Responses from the group were recorded to allow the 
conversations to be captured in depth. Examples of questions for the semi structured 
focus groups are as follows: 
•     How would you describe the locomoting behaviour of the resident who 
exhibits wandering behaviour?  
• Can you talk about the ways in which you manage a resident who goes into 
the spaces of others? Describe some nursing interventions that you use within your 
practice in response to a resident who wanders.  
• Can you describe how you interact with fellow staff during your care of the 
person with dementia who wanders?  
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• Can you talk about the typical every day work of providing care for the 
person  with dementia who wanders?  
The questions were broadly posed at the commencement of the focus group to 
allow for flexibility in the discussions. The researcher asked for clarification at 
various points of the discussions. The researcher also assisted with the flow of the 
group conversation to facilitate direction and involvement (Galletta, 2013). The 
semi- structured format of the questions provided the opportunity for the participants 
to explore their experiences and perceptions in a range of directions.  
 THE ANALYTICAL PROCESS   
The analytical process commenced immediately after the first focus group 
interview was completed and continued with each subsequent focus group interview. 
Data were transcribed from each audio recording by a trained transcriber and entered 
into a word document with pages numbers and margins. The transcripts were 
reviewed and all identifying information was removed and substituted by generic 
terms such as ‘staff’ or ‘resident’. Data transcriptions were reviewed and read 
multiple times to gain a feel and sense of the emergence of meaning.   
  INITIAL CODING 
In order to develop theoretical concepts and to discover basic social processes, 
Charmaz’s method (2011) employs a modified GT coding framework to allow for 
the coding of data and its reconstitution as abstract conceptual pieces. The coding 
enables the researcher to conceptually groups (Charmaz, 2014). This process then 
seeks to link words and actions that appear in the data and requires the researcher to 
identify significant concepts in order to generate meaningful observations and 
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ultimately construct theoretical ideas (Glaser, 1978, p. 55; Charmaz, 2006, 2011, 
2014).   
 Initial coding of data allowed the researcher to move from the empirical point 
of the data to conceptually group data into codes. This meant taking data apart, 
naming data using meaningful terms and proposing “an analytic handle” for 
developing interpretations of data (Charmaz, 2014, p.113). This, in turn, became the 
basis of the theoretical illumination of what was going on in the data (Charmaz, 
2006, 2011, 2014; Glaser, 1978, p. 55). 
Importantly, in order for the researcher to produce theoretical ideas the data 
could not be reflected upon in a fixed fashion of coding first and analysis second. 
Theory generation requires the researcher to be “constantly” reforming and 
reconsidering data (Charmaz, 2006, 2011, 2014; Glaser & Strauss, 1967, p 101). In 
constantly comparing data and simultaneously undertaking analysis a more 
disciplined approach to the generation of theory was brought to the analysis 
(Charmaz, 2006, 2011, 2014; Glaser & Strauss, 1967). Consistent with the constant 
comparative method of data analysis is a breaking down and organising of data into 
fractured categories. In this study, initial coding of the data was generated from the 
raw data through recognising and comparing differences and similarities between 
words and the actions reflected in the words.   
Initial coding of data began post the first three focus groups. This involved 
reading through the transcripts and defining line by line through the data underlining 
what was happening in each fragment line or description of an event (Charmaz, 
2011, 2014, p. 343). Line by line coding, as Charmaz (2014) notes, assists in 
immersing the researcher in the data (p. 343). This type of coding provides the 
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researcher with directions to navigate new emergent concepts in the data (Charmaz, 
2014, p. 343). 
This initial analytical phase gave direction to theoretical sampling which often 
is treated as a guide to further data collection. Charmaz (2014) however, makes the 
important point that theoretical sampling is also a strategy for the elaboration of 
categories or analytical concepts that can be undertaken in a range of ways including 
researching literature (p. 212).       
An example of initial coding is as follows:  
Arranging work around interruptions. 
Care staff organising work. 
Care staff predicting the risk of 
residents moving out of and away from 
care space. 
Feeling responsible to ensure residents 
are within RACF boundaries for care. 
Doors, spaces define areas for care. 
Residents defined as the other. 
Objectification.  
The staff as one group. 
The residents as a separate entity. 
Residents arranged into care groups.  
Care staff 3: Yeah, when we get 
interrupted by an absconder, all the rest 
of the residents they're going "she's out 
the door, she's gone out the door", so 
it's okay to leave them and go and care 
for her, get her back, divert her 
attention. 
Care staff 2: Some of them just want to 
hold hands, so just sit there and hold 
hands while you're doing Q&A, people 
are eating, whatever. Yeah, so there are 
some busy days…   
(RACF 2) 
RN 1: When you ask how you describe 
them I just got from this response how 
they describe the actual person, I think 
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Feeling forced to attend to multiple 
roles 
 
 
 
RN hierarchal- supervisory role.  
The care staff and the residents are the 
other. 
Experience of time negotiation. 
Hierarchy/ leadership to guide practice, 
care staff arrange according to Goffman 
presentation of work/ roles. 
Care staff organising work according to 
spaces and defined areas. 
Spaces and doors or secure area define 
practice and the arrangement of work. 
 
part of how staff also describe these 
people is that they can be a nuisance, 
they can be time consuming, that's part 
of it as well…  
 
RN 1: So even though there was care 
staff down there who were very 
experienced and who knew the residents 
very well, it became unmanageable 
because there was no manager if you 
like in the area.  So there was no team 
leader who was strong enough to say 
"okay guys, this is the chain that works 
in here.  This is what needs to happen" 
because they were in a secure area.  
They still had support from the rest of 
the facility but once you're behind a 
closed door which is one of the reasons 
we've opened the doors, you're stuck.  
They had their phones to call for help 
but at the same time …  
(RACF1). 
 
92 
92  
The underlined fragments highlighted above were developed into abstract 
conceptual pieces as shown in the left column. Words or phrases with similar 
meanings were grouped and translated into categories (Charmaz, 2014, p. 110). This 
assisted the researcher to sort the data while, at the same time, constantly comparing 
new codes. The new codes were simultaneously shifted into categories and 
summarised with memoing for each piece of data from each of the first three focus 
groups. Charmaz, (2006, 2014) suggests initial coding is the first step of moving the 
data from being just text towards an analytical interpretation.  
Each of the first three focus groups was compared with each other in terms of 
developing concepts and emergence of analytical ideas. This stage of the analysis 
focused on the language of the participants. Charmaz’s method (2011) incorporates 
the use of the constant comparative method of collecting data and analysis and at the 
same time analysing the process, the actions of the data and drawing on this to 
develop emerging conceptual concepts. This stage of the analysis was open to new 
emerging concepts.  
 FOCUSED CODING 
The next simultaneous analytical step was focused and selective coding. 
Focused coding is characterised by the synthesis of theory out of these groups. Thus, 
defining a core theoretical concept requires combining and refining the properties of 
the focused codes (Glaser, 1978, p. 61). Focused coding was undertaken in an 
iterative rather than linear form. Within this phase of analysis the researcher 
identified the most analytically significant identified fragments of data to draw 
theoretical decisions. As noted above, the process was not linear (Charmaz, 2006) as 
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the researcher moved between constantly comparing new data, grouping data and 
back and forth between the processes.  
Fracturing of the data was the most important element in theory generation and 
assisted to shape the data into substantive & theoretical fractured codes as adopted 
from Glaser & Strauss, 1967, p. 112, Glaser, 1978, p. 55; Charmaz, 2006, 2011, 
2014).The substantive fracturing at this stage allowed the researcher to follow a 
process of reassessing the whole data to fracture and conceptualise them into smaller 
fragments (Glaser, 1978, p. 56; Charmaz, 2006, 2011, 2014). During the focused 
coding significant data were noted as for example:  
Control. 
Feeling work is a struggle. 
Managing emotions of tension of work 
and role. 
Demands from residents, time and 
expectation of role- contradictions 
between achieving role and living up to- 
hierarchical expectation and regulatory 
expectation. 
Objectification of residents – the other. 
Length of employment providing 
background to level of expectation and 
level of practice.  
run my shift  
it’s hot and hard work  
the pressure to meet their demands  
we are more than a doctor 
if no management support  
we give them time  
 let them  
do them  
Been here a long time. 
 
These codes were compared from data to data and grouped in terms of shared 
meanings. To generate understanding of these shared meanings progressively 
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concepts were expanded or decreased and developed into more abstract conceptual 
groupings which increased the focus of the groupings of data for analysis (Charmaz, 
2006). 
 THE THEORETICAL PROCESS   
Following focused coding, theoretical analysis was the final step and provided 
insight into the way in which selective and substantive codes interacted with each 
other. Processing the codes of data and memos became the construct of the final 
theoretical ideas (Glaser, 1967, p. 113). In reaching this level of abstraction the 
researcher moved beyond description and onto theoretical integration. At this point 
theoretical codes were incorporated into the theoretical framework of SI which 
provided a conceptual infrastructure to integrate findings.  
The result of data analysis from the eleven focus group interviews were two 
analytical ideas identified as the core theoretical concepts. These were first, the 
concept of space and the function of space in assembling care work. The participants 
expressed varying views around spatiality and how physical space was important in 
constructing social relationships and perceptions of caring. The second theoretical 
concept was time which appeared central to the social construction of the RACF and 
care work. Time and language, or the temporal state of being bounded by time, 
shaped participant perceptions of caring for a person with dementia who wanders. 
These concepts informed the overarching theoretical proposition of the organisation 
of care work.  
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 MEMOS   
During the data analysis processes the researcher maintained a journal of 
memos.   Memoing is important because it encourages the researcher to interrupt 
coding and to set down analytical ideas (Charmaz, 2006, 2011, 2014; Glaser & 
Strauss, 1967, p.107). Memos are used by the researcher to grasp an idea when 
reading through the transcripts (Charmaz, 2006, 2011, 2014). In this research, 
memos were used during the process of analysis to record insights, further questions 
and conceptual ideas. This method served the important function of ensuring that the 
researcher captured moments of analytical insight when reading the transcripts. An 
example of memoing from RACF 1, is as follows:   
• The team are united in their diversion techniques and the fulltime staff are? 
Proud? To be able to share this information to other members of the team. Even 
though they are not carrying the title of team leaders they have taken a leadership 
role on to helping people with dementia who wander and staff interact. 
• Does this mean that interaction for people with dementia who wander need/ 
necessary require a united team? 
• “We know them so well” staff intimate knowledge about reading people with 
dementia who wander know patterns of resident behaviour however this is not 
written down anywhere. 
• CC TV monitoring near the manager’s office, control, discourse - we watch, 
 they can’t get out, we bring them back. The institution. 
 
Each memo was recorded and dated and the memos as a whole provided 
insight into the development of theoretical ideas. 
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 REFLEXIVITY AND DATA GENERATION. 
Reflexivity was a concept integral to all components of the research process.  
Reflexivity is not simply an assertion of one’s autobiographical details (Hammersley, 
2011) but requires the researcher to be overtly aware of the possibilities of different 
interpretations of data. In other words, it is important to bring a commitment to the 
reframing of knowledge when undertaking research (Alvesson & Sköldberg, 2009).  
Hence, in the data analysis phases an in-depth knowledge on the part of the 
researcher of the structure of the organisation of nursing staff and the routine practice 
with a RACF setting allowed for a focus on what was not immediately obvious in the 
research. Thus experience as a gerontological and dementia care nurse consultant 
brought a relevant theoretical sensitivity to the analysis.   
There was also no presumption that the data generation method could be 
neutral and the participants’ words as a mirror of real world every day practice. 
Rather the focus groups interviews were understood as an act of the co-construction 
of researcher and participants and a conceptualisation of care for people with 
dementia who wandered. 
 ACHIEVING SATURATION OR THEORETICAL SUFFICIENCY 
 The notion of saturation … is that data collection stops when saturation 
 occurs. Saturation has been defined as ‘data adequacy’ that involves 
 collection of data until no new information is obtained (Morse 1995, p. 
 147).  
 Charmaz (2014) notes that saturation occurs when new data and new 
theoretical insights are no longer revealed (p, 115). Yet and importantly, saturation 
does not mean emergence of repetition in the data but rather that all data has been 
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given equal attention (Charmaz, 2014, p.115). This is not dependent on detailed 
description of the data or the reoccurring frequency of the data but rather 
understanding may stem from the infrequency of the data that provides abstraction 
explanation of the phenomena (Morse, 1995, p. 147). According to Charmaz (2006), 
the sample size for some studies may be small and still achieve the requirements for 
a project (p. 114). Within the same terms, Stern (2007, p. 117) notes that it can be 
defeating to collect huge amounts of data as the researcher may become 
overwhelmed by the large volume and lose sight of the process.  
The notion of saturation has been challenged and the term ‘theoretical 
sufficiency’ has been posed as an alternative to indicate the adequacy of data and 
fullness of coding (Dey 2007, 2003, Charmaz, 2006, p.114, 2014, p. 215). The 
rationale is that categories are created through partial rather that exhaustive coding 
(Charmaz, 2006, p. 114) and this is because not all data are coded (Charmaz, 2006).  
Thus the term saturation, as Charmaz (2006) notes, is vague as categories are 
suggested by the data rather than saturation as data collections are continued until no 
new theoretical insights are achieved (p. 114). The aim of this study was to achieve a 
theoretical sufficiency as data were collected until sufficiency was fulfilled. 
 TREATMENT OF THE LITERATURE  
During the process of analysis theoretical literature was drawn upon. The two 
central analytical concepts and overarching theoretical proposition were settled on 
with reference to the SI and dramaturgical literature. An in-depth literature review 
regarding hierarchy, bureaucracy and social organisation was undertaken. This was 
extended to the concepts of space and time in association with the SI framework and 
dramaturgy for social interaction. For Glaser (1978), a literature review poses a risk 
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to data collection on the grounds of a pre-determined knowledge base which may 
distort interpretation. On the contrary, Corbin and Strauss (2008) suggest that a 
literature review facilitates the researcher to acknowledge gaps in the research field.  
 RIGOUR 
The broad spectrum of approaches that constitute qualitative research share the 
view that the social construction of the world cannot be strictly replicated 
(Liamputtong, 2013). Research into social organisation in the context of the social 
environment and the individual is the central tenet of qualitative research (Kincheloe, 
McLaren & Steinerg, 2011).  
Qualitative research is acknowledged as making a valued impact on nursing 
research (Houghton, Casey, Shaw & Murphy, 2013). Angen (2000) argues that in 
order to achieve validity, qualitative researchers strive for validation. This is 
achieved by establishing trustworthiness as a constant process through the research 
continuum and is obtained by recognising that the research has value to the 
participants.  
A criticism of rigour in qualitative research is that the concept is employed to 
assess the end product of the research other than the process (Charmaz, 2006; Glaser 
& Strauss, 1967). It was emphasised by Glaser and Strauss (1967) that “the adequacy 
of a theory … cannot be divorced form the process by which it is generated” (p.5). In 
other words the practice of rigour is built into the process rather than forced upon it 
(Morse, Barret, Mayan, Olsen, Spiers, 2002). 
An additional criticism of rigour in this form of research is that it can be 
viewed predominately as a procedure designed to provide exacting research. 
Creativity and flexibility should be key components and adhering to procedures may 
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hinder creativity that is essential to the research (Babour, 2001; Bailey, White & 
Pain, 1999; Cutcliffe & Mc Kenna, 2004). Also of importance is that the objective of 
interpretive research is not the search for truth and thus does not align with the 
positivist approach and so will not meet the same rigour criteria (Sandelelowski, 
1993). Of greater significance to qualitative interpretative research is the rigour of 
justification and argument.  
In this research, theoretical rigour was applied to ensure the research method 
and the research aims were methodologically aligned (Morse et al., 2002). 
Theoretical rigour was ensured through description and clarity of the theoretical 
underpinnings and that data analysis and data gathering were congruent. As Knapp 
(2009) notes, theory is vital in developing integrative explanations regarding 
knowledge generation. Furthermore, Knapp (2009) suggests that the process of 
maintaining theoretical rigour requires the joint action of examining the assumptions 
of the theory and reflecting on how the data, method and theory relate to one another. 
In this study the theoretical stance of SI guided all areas of the research project to 
ensure reliability and consistency. Transparency and rigour was achieved through an 
orderly approach of questioning the theory and data simultaneously that pushed to 
theorise at a deeper conceptual level. This provided a broader and more 
philosophically engaged process of questioning the emerging theoretical assumptions 
to the research. The researcher worked for validation by continuously engaging in 
reflexivity to ensure that these principles were adhered to. 
 SECONDARY ANALYSIS   
 The first phase of the study employed Charmaz’s (2011) generalised grounded 
theory principals, as explained above, to explore staff perceptions. The subsequent 
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phase further explored the analytical findings with reference to the NDB theoretical 
assumptions (See Appendix; C) to provide further insight into the applicability of 
this model to clinical practice within RACFs. 
 ETHICAL CONSIDERATIONS 
Ethical clearance was granted from the Human Research Ethics Committee of 
the Queensland University of Technology for a low risk study. Approval number 
1300000560 (Appendix D). There was no foreseeable risk beyond that encountered 
in day-to-day living. It was identified that the participants may experience some 
emotional distress by virtue of participating in a focus group and discussing their 
clinical insights. The researcher was constantly aware of participant anxiety and 
comfort levels throughout the focus groups. It was intended when obvious distress to 
a participant was evident the focus group would be stopped. Further to this it was 
also intended if a participant’s distress continued she/he may withdraw and would 
have been advised to make appointment to seek professional psychological support. 
There was no participant distress and all focus groups proceeded for the planned 
duration. 
 Anonymity of all participants was assured as the researcher created a master 
list of participants’ names and each name was assigned a code. The list of codes were 
kept separately from the audio recording and transcripts in a locked filing cabinet at 
the researcher’s home and electronically on QUT password protected mainframe 
drive. Only the researcher had access to the locked filing cabinet. The main list of 
names and the audio recordings was destroyed on the completion of the research. 
The RACFs were identified as RACF 1, RACF 2, RACF 3 and RACF 4. No other 
identifiers were applied. Only the researcher’s supervisors had access to the de-
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identified audio recording, transcripts, memos and journals saved on the QUT main 
frame drive.  
 SUMMARY    
A generalised method as informed by the work of Charmaz (2011) was applied 
in this research. This chapter posed a detailed explanation of the interpretive 
analytical lens that informed each phase of the research process. Each step in the 
research was addressed in turn including the approach to data generation and the 
strategies of analysis, coding of data, memoing and treatment of the literature. 
Recruitment procedures and ethical considerations were also addressed. Explanation 
and justification was provided for the use of focus group interviews. Finally 
consideration was given to the concept of theoretical sufficiency and rigour in 
interpretive research and how this was applicable to this study.   
The following chapter addresses and explores the first analytical finding. The 
concept of space was central to an explanation of the development of institutional 
processes that dominated the RACFs and how these were mediated through the 
sometimes conflicting and competitive spatial frames. The analytical discussion does 
not give primacy to participant words but considers the focus group interview as one 
source of data. The dictum of Glaser (1978) that “all is data” is relevant here. As 
such, the following two chapters bring all data sources to the analytical conversation 
including data, literature and theory.    
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 Space  
 INTRODUCTION 
 The previous chapter explained in detail a process of analysis that moved 
from concrete data to abstractions from data that reflected significant analytical 
issues relevant to the research context. The purpose of this chapter is to address the 
first of two analytical concepts that provided the lens for a theoretical exploration of 
both the interactive and structural features of the research context. Hence this chapter 
is organised around the concept of space as it relates to the structure of nursing care 
for people with dementia who wander.  
 THE SPATIAL THEATRE 
Space is generally perceived as an empty vessel within which social relations 
and spatial processes are played out. This is known as absolute or definitive space. 
Yet there are spaces all around us that are not fixed or absolute but are generated and 
regenerated through social interactions and interrelations between people. As such, 
space is deeply entrenched within the development of social relations (Harvey, 
1990). In other words, daily life is embedded within the influences of spaces that 
organise our environment and in turn, we adjust our social behaviours accordingly to 
those spaces that we occupy (Harvey, 1990). Thus the dynamics of spatial 
characteristics are understood as a key component in orchestrating interactive 
collective action (Fantasia & Hirsch, 1995). Importantly, this means that social 
interaction and space are mutually interrelated.  As Soja (1996 ) wrote:  
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 We are, and always have been, intrinsically spatial beings, active 
 participants in the social construction of our embracing spatialities. 
 Perhaps more than ever before, a strategic awareness of this 
 collectively created spatiality and its social consequences has become a vital 
 part of making both theoretical and practical sense of our contemporary life-
 worlds from the most intimate to the most global (p.1). 
The current research focused on nursing care practices in RACFs and thus 
within spaces. The spatial environments both shaped and were shaped by actions and 
interactions around care practice. The setting of the RACF is a physical place and as 
Harvey (2006) argues, it is the physical place that defines the setting of interaction 
and space is the way in which place is used. This means that place becomes a space 
where there is human engagement.  
As others have pointed out, physical and social environments are significantly 
associated with wandering by those with dementia (Connell & Calkin, 2007). As 
such, it was necessary to consider the interactional dynamics set within the constructs 
of spatial forms. 
Drawing on theoretical work on space (for example Giddens, 1979, 1984; 
Lefebvre, 1991; Durkheim, 1912/1995; Goffman, 1959, 1974 and Harvey, 
1973,1990, 2006) this chapter is organised around three points generated as 
theoretical abstractions in the analytical process. Importantly, the discussion moves 
beyond a description of the geographic and spatial arrangements of the RACFs to 
situate spatial attributes as constitutive of practice.  
The first argument is that social processes within the research RACFs were, in 
reflecting the argument of Harvey (2006) constructed within spatial patterns and an 
associated order within the physical built environments of those organisations. 
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Spatial form and social processes are mutually interrelated (Harvey, 2006). Thus the 
construction and interpretation of the research data was theoretically sensitive to a 
consideration of interactions within the RACF space.  
 Second, space was therefore understood as relational to practice. This is 
because relations and interactions were conducted in places that were socially created 
as spaces within which the collective action of practice was developed. In the words 
of Harvey (2006): 
 The relational view of space holds there is no such thing as space outside of 
 the processes that define it. Processes do not occur in space but define their 
 own spatial frame. The concept of space is embedded in or internal to process 
 (p. 273). 
Further to the above and third, the organisation of practice within relational 
spaces existed as a subset of the larger context of space. In extending the work of 
Kellogg (2009) around the importance of free or autonomous spaces in bringing 
about change to clinical practice in the hospital setting, a subset of relational spaces 
reflects, in the current research, the ways in which care was organised by the care 
staff. In the research context, work was organised within spaces by the care staff to 
create a sense of efficiency, an identity and a frame of practice around task allocation 
and accomplishment. As such, spaces were socially created, incorporated and 
embedded into practice. The relational spaces engendered a sense of identity in 
relation to different work practices and this facilitated a social order or frame within 
which nursing and resident activities were conducted. 
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 SPACE, ACTIONS AND INTERACTIONS 
 When considering space it is important to recognise, as Harvey (1990) 
emphasised, that its construction is always a consequence of the understanding and 
recognition of place according to socially constructed differences. Thus within real 
places social constructs that are tied to space are generated and create social space-
place perceptions and delineations. 
 In the current research, the RACF represented the place within which space 
activities were socially delineated and carried out. The point at which place and 
space met established the expectations of interactions and shaped the context of areas 
used for particular purposes (Harvey, 2006). 
 A focus on space thus begins with the ways in which the participants made 
reference to and used the physical spaces of the RACFs. At one end of the spectrum, 
interactions take place in the physical space of a building but it is the surrounding 
experiences of that place that are defined by the spaces that, in turn, define sociality 
(Giddens, 1984; Gosden, 1994). The concern, therefore, was less with the experience 
of physical spaces and more with social relations embedded in those spaces. Space 
thus played a vital role in the process of the social production and reproduction of 
care practices in the RACFs. An example is a participant description of an event 
where a resident had left the RACF without support from care staff. The moment was 
recalled as a detailed account of the spaces that the resident moved through in 
finding his way out of the RACF.   
 Participant 4: George (name changed) last year, that was just incredible. In 
 the morning I hear that “oh George has got a sore shoulder" and we didn't 
 know what was going on, so it turns out in the night he had managed to walk 
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 out of his room and this is when the doors were still locked, he went out that 
 back door, went down around through the kitchen, came out the kitchen, 
 came down the corridor past the main office there, went through the fire door 
 and then went through that unsecured front door. We looked on the CC TV. 
 We didn't know what was going on until we saw part of his helmet because he 
 used to wear a helmet in the CC TV vision down past my office. (RACF 1).  
  The above excerpt points to the significance of place and space where the 
event is overtly recounted in spatial terms. Conceptualisations of space articulated by 
the participants were part of the development of socially embedded practice. At this 
point care was enacted as a result of the interrelationship between place and the 
social processes around practice and decision making.  
 In conceptualising space, the very word can become convoluted where the 
notion of space conjures up a variety of meanings; personal, metaphorical and 
material (Harvey, 2006). Furthermore and in Harvey’s words; “…if we regard space 
as absolute it becomes a “thing in itself” with an existence independent of matter. It 
then possesses a structure which we can use to pigeon-hole or individuate 
phenomena” (Harvey, 2006, p. 273).  Both space and time form and bind social 
forms (Giddens, 1984). As such, where space is socially produced the result is the 
medium of social action (Gosden, 1994). In the research context, practice was 
positioned within the spaces of the RACFs which were defined by and defined the 
practices of the participants that influenced the interactions between residents and 
staff. Yet space cannot be considered without place because there cannot be space 
without place. As Malpas (2003) explains: 
 …space and place are not so easily contrasted, and one reason for this is that 
 space itself comes to appearance only within, and from the perspective of, 
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 place... to be in place is not merely to be oriented to a particular set of 
 subjectively presented features, but also to be oriented to the way in which 
 those features relate to one another independently of one’s own relation to 
 them. … (p.2348). 
And further: 
…space (is) contained ‘within’ place, but any and every place opens out into 
 broader spaces. If we are to understand the nature of place, then we cannot 
 afford to sever it from space, but equally, if we are to understand space, we 
 also need to understand the way in which it arises in and out of place… 
(Malpas, 2003, p. 2348).  
 So space is not then confined to a given place and space cannot exist without 
people. To put this otherwise, place, space and interaction are all interrelated and not 
fixed defining features of the RACF and the ways in care of people with dementia 
who wander is carried out.  
The point to be taken from the above, therefore, is that the physical world is not 
an unreceptive medium for social action but plays an active part in creating a 
medium (Gosden, 1994) and a platform upon which, for example, care staff deliver 
the performance of caring. Additionally, spatial interaction is the social fluidity of 
the mobility of groups and their movement from place to place (Simmel, 1903/1997, 
p. 160). In other words, interactions between individuals, as Simmel (1903/1997, 
p.151-159; Lechner, 1991) explained, are determined by the fluidity of space to the 
social group as a whole. In practice this can be seen where interactions between the 
participants and people with dementia who wander was determined by ever changing 
socially constructed spaces.    
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It is important to emphasise that the point above is not simply that interactions 
construct space but that space also constructs interactions (Harvey, 1990). In short, a 
RACF is a place within which both care and space, as interrelated, are constructed. 
The space within such an institution thus produces a set of associations between care 
staff and residents. As Durkheim (1912/1995, p.11) explained; “ …there are societies 
in Australia and North America where space is conceived in the form of an immense 
circle, because the camp has a circular form; and this spatial circle is divided up 
exactly like a tribal circle”. In a similar sense the participants perceived the spatial 
construct of care from a cohesive perspective where the spaces within which practice 
occurred were intricate to one another. As one care team discussed below:  
 Interviewer: I would like you to describe a typical day of caring for a person 
 with dementia who wanders into other people's spaces. 
 Participant 3:You've virtually got to have eyes in the back of your head and 
 sometimes you get used to their different footsteps depending on what shoes 
 they've got, so you know they're either coming, they're out of their rooms or 
 we have bed senses, chair senses, so that gives you an option too. So then you 
 just go and you'll redirect them, you'll take with them you sometimes, you'll 
 take them to an area that's secure… 
 Participant 5: We're in a lockdown facility here in dementia. (RACF 4). 
The above extract highlights the ways in which practice was constructed 
through interactions and within space. For example, the absolute spaces were 
described as lockdown or bounded areas where residents could move around and 
staff defined practice around those spaces. The resident’s room was perceived as a 
boundary and when the boundary was transgressed intervention was required. The 
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transgression triggered a response that directed the resident to a defined area that was 
designated as secure. And further: 
 Participant 5: The other unit is in lockdown, so it's different in my opinion.  As 
 long as they don't disturb others, they just wander and are safe. They can 
 wander. But in the other area because it's not locked down and you 
 have access to the door then you can see someone approaching the door. You 
 just redirect them, offer a cup of tea or activity. (RACF 4). 
Here, the spatially defined area not in lockdown modified actions and 
interactions where boundary transgressions were not so explicitly 
defined. Practice differed because the structures of physical space 
(Harvey, 2006) within the RACF were symbolic properties attached to a 
fundamental dimension of social space (Bourdieu, 1984). In the words 
of Harvey (2006); 
 …there are no philosophical answers to philosophical questions that 
 arise over the nature of space - the answers lie in human practice. The 
 question “what is space?” is therefore replaced by the question “how is it 
 that different human practices create and make use of different 
 conceptualizations of space?” (p.273). 
    As such, spaces were relational and thus influenced the actions of the 
participants. Each action was not an isolated act but was contained within a spatially 
constructed network in a space. This represents, therefore, an assimilated view of 
space (Gosden, 1994; Watkins, 2005). To understand interactions within spaces it is 
essential to consider the concept of interaction.  
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 SPACE IS RELATIONAL TO PRACTICE  
Relational spaces emerge, as Harvey (2006) explains, from interconnectedness 
and interactions where:  
…the view of relative space proposes that it be understood as a relationship 
 between objects which exist only because objects exist and relate to each 
 other. There is another sense in which space can be viewed as relative and I 
 choose to call this relational space (p. 271). 
Relational space means that social processes are dependent upon the spatial 
structures within which they are situated. In this sense, these social processes are 
embedded within the internal spatial environment (Harvey, 2006). Of relational 
space, Harvey (2006) wrote that it can be understood by considering that;  
 We may not even notice the material qualities of spatial orderings 
 incorporated into daily life through deep familiarities and unexamined 
 routines. Yet it is through those daily material routines that we absorb a 
 certain sense of how spatial representations work and build up certain spaces 
 of representations for ourselves (p. 277).   
The emphasis in the above on relational space implies that internal processes 
are both shaped by and form the spatial environment. Indeed, Massey (2005) 
proposed that relational space is a creation of interrelations and therefore is never 
fixed but manifests as a multiplicity that is always unfolding.  
What this means in relation to care practice is that the RACF environment was 
transformed by the interactions of the participants and care processes. For example, 
the construction of nursing practice was spatially positioned. In other words, the 
place of the RACF, care practice and the inscribed definitions of space were 
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intertwined within a spatial process. Participant interactions and negotiations were 
embedded dimensions of that process.  
Space was therefore socially held in common but it was also differentiated and 
divided. Participant space was clearly differentiated from resident space. Spaces 
were also differentiated within the hierarchy of RACF staff.  Hence space is 
perceived and held in common by groups within particular contexts and different 
collective groups and contexts will create differentiated spaces. Durkheim 
(1912/1995) thus argued that the socially constructed category of space was essential 
to the socialisation process and that a collective sense of identity socially emerged 
within space. Space is therefore the organisation of the social as ‘instituted by 
society’ (p. 441). 
From the above it appears that the construction of a social organisation is 
integral to the space it inhabits (Durkheim, 1912/1995). The actual physical building 
of the RACF was therefore not separate from the social group of the participants. It 
was the physical surroundings of and within the RACF that brought the collective 
group into being and within which socialisation occurred. As such, the notion of 
space was immersed in how the participants perceived themselves and others as they 
developed into social beings within the collective group that manifested as the 
RACF.  
A sense of space is inherent within all institutions and is a prime symbol of the 
culture within that institution (Kern, 2003). Just as there is in every society a 
collectivity of the experience of space, those shared experiences spatially clarify 
social forms (Durkheim, 1912/1995; Kern, 2003). As Harvey (2006, p.123) put it, 
“…processes do not occur in space but define their own spatial frame.” The 
participants worked hard to construct and sustain spatial patterns within, and spatial 
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control over, the private and public spaces of the RACF. Spatial work hence can be 
considered a function of social control (Giddens, 1984, p. 144; Street & Coleman 
2012; Goffman, 1961).  
 RELATIONAL SPACES AND CARE STAFF  
 To address the third argument, the discussion turns to relational spaces and 
subsets of relational spaces where interactions occur around the organisation 
of practice. In bringing this perspective to the analysis we see that the participants 
produced spatial forms to achieve efficiencies around task allocation 
and accomplishment and for identity purposes.   
 As noted above, relational space as social space is constituted around the 
interactions within those spaces and contributes to the social reproduction of 
practice (Harvey, 2006). The participants delegated practice within designated spaces 
and created a position that enabled practice to be manipulated around the structured 
hierarchy and the coordination of care tasks within the respective teams. This process 
reflected an order and a shared alliance with the spatial organisation of care practice.  
The spatial pattern of care was deemed important in sustaining order and 
boundaries between what were constructed as public and private spaces. Space was 
thus considered as relational to place because the participants coordinated the social 
boundaries of interaction between each other and the person with dementia who 
wanders. Both place and space were important in imposing order. The public and 
private spaces of the RACF were a manifestation of the spatial arrangements of 
social order for staff.  Hence, care of residents was positioned within demarcated 
spaces as the following demonstrates:  
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 Participant 5: …you need to attend to all their personal hygiene, washing, 
 grooming, in the bathroom. (RACF 3).  
 Participants identified practice through the organisation of task-oriented 
routines that included assisting residents into and out of bed and with personal care 
and meals, all of which were spatially located within distinct areas such as 
bathrooms, bed rooms and large lounge rooms. Hence, the social relationship 
between the participants and space meant that care work was carried out within 
relative spaces to reinforce organisational social processes (Nicholson, Tsagdis & 
Brennan, 2013). Practice was delivered and maintained at a relational distance. In 
reference to people with dementia who wander this manifested in the defining of the 
public and private spaces of the RACF and the spatial patterns of practice (Nicholson 
et al., 2013) all of which represented order and control.  
From the above it is apparent that spatial practice did not precede but was 
created by the participants as an ongoing socially controlling practice. In other words 
and as others have argued in relation to the organisation of work, interactions are 
adjusted according to the spaces (Goffman, 1959; Manning, 2008; Cain, 2012; 
Findlay, Findlay & Stewart, 2009). This was evident where participants explained 
that people with dementia who wandered were moved to areas for the organisation of 
work and for close monitoring. This was also palpable in the following exchange 
between two participants:   
 Participant 2: You need all those with you. So you will not just blow up like 
 "come on, you just went there again, every two minutes you come here to the 
 lounge room, after one minute you're back to where you’re not supposed to 
 be".  
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 Participant 3: …That's why it's very important for us to know that we are   
 looking after someone with dementia and their symptoms including 
 wandering, so we know where they are and where they should be, probably in 
 the lounge room, depending on what time it is and then we can get on with 
 our work. If the residents are where they should be, we know they are safe, 
 we can get on. If you understand all these things it's easy to get our work 
 done without too many disruptions...(RACF 2). 
Here the participants worked hard to ensure that the residents remained within 
spatially defined areas so that the unexpected did not occur. This engendered an 
order and flow to the performance of care without too many disruptions. As the 
following participant noted:  
 Participant 6: …occasionally she gets up and walks when she shouldn’t and I 
 found her sitting in that little lounge area, so she'd obviously walked from 
 there to there on her own, so I had to walk her back to her room. (RACF 1). 
In the above, the little lounge area and the resident’s room were identified as 
spatial boundaries of care work and thus highlighted the ways in which care was 
carried out through the identification and institution of boundaries. Pertinent here is 
Foucault’s (1986) concept of heterotopia. In effect, heterotopias are small worlds 
within worlds and are at once excluded from and interwoven with other spaces. 
 Foucault (1986) attributed heterotopias with various functions one of which 
was to represent places that are set aside, such as aged care institutions, for those 
who have no place in normal society and where there is a displacement of normal 
time. Indeed the RACF is a multiplicity of heterotopias. The institution as a whole is 
designed as a place for the other or those who are considered unproductive and no 
longer conform to social norms.  
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Furthermore and within the RACF there are various heterotopias or spaces 
depending upon the level of surveillance and regulation perceived to be needed. The 
participants worked hard at creating and protecting spatial patterns in practice by 
defining spaces for personal care, spaces to hold conversations, spaces designated for 
formal computer work and the tea room space which was considered an area for 
informal but exclusive conversations as noted below: 
 Participant 3: we do our computer work more often in the office. If we need to 
 talk about things together it's usually the tearoom or in this office. 
 Participant 4: It's more informal rather than formal in the tea room.   
 (RACF 4).  
The tearoom was a place designated as a space for RACF care staff to engage 
in conversations set apart from residents. As the following participant noted, 
information shared during the changeover of shifts occurred in a protected area 
designated for care staff.   
 Participant 6: We have a fairly comprehensive handover in the morning when 
 we go on from the night and then when the evening commences, the 
 morning hands it over to the afternoon and when they're closing after one 
 shift, they pass it on to the other shift …always in the nurses’ office. 
 (RACF 4). 
The above depicts the embedded production and reproduction of a continuous 
performance in the conduct of handover that was always in the nurses’ office. This 
reflects the management of spatially defined areas to enable behind the scene 
discussions regarding care. Thus the use of relative space was a mechanism by which 
the participants controlled the performance of care. In other words, the participants 
116 
116  
practiced within defined regions that were instrumental in sustaining a disciplined 
care performance. These constructed spaces were designated areas that allowed for 
particular forms of social interaction. Such spaces were defined by distinct social 
interactions, as Giddens (1984, p. 123-124) and Goffman (1959) explain, between 
the front stage and back stage where actors, or in this case the participants, enacted 
performances. The participants reinforced the existence of heterotopias through 
language use; their space … in the treatment area… the residents’ space and ...look 
I'll take them to their area… their room... (RACF 1). 
As such, interactions assumed a relational spatial form that was specific to each 
setting. The relational boundaries of care were created by the processes and practices 
of care. This is again evident in the following excerpt: 
 Participant 1: But sometimes he'll even still like to walk to the end of the 
 corridor and I'll be with him.  I'll hold his hand. We'll walk to the end of the 
 corridor and stop and he will have a look around then he'll slowly turn 
 around then you walk him back but for him he just wants to finish that lap. He 
 needs to get to the end before you turn him around sometimes and if you try 
 and get him halfway through he gets aggravated and that's when he starts to 
 hit and punch. He'll blow up then. 
 Participant 5: It’s up to us to work out what to do for him… (RACF 1). 
  In the above, the physical space of the corridor was identified as a boundary 
for wandering behaviour. The staff posited this area as a relational space or, 
reflecting Harvey (2006), an area that became a space of internal relations. These 
processes were bound up in the way the participants negotiated practice.  
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 RELATIONAL SPACES, SEGREGATION AND PRACTICE  
 Spaces were identified as areas that influenced practice. The following RACF 
had a defined space for segregation for people with dementia who wandered. Care 
routines were embedded, produced and reproduced in the segregated area: 
 Participant 2: This is a dementia lockup and the other is not, so there's only 
 two to three members on that side anyhow and it's only 16 residents on that 
 particular side, so it's only a small area, so everybody knows what's going on 
 anyhow. (RACF 4). 
 Here the participant discussed both the physical and spatially defined 
boundaries and the implied social demarcations. Traditionally, dementia secure areas 
within a RACF environment have been separated by physical boundaries that limit 
wandering. Many dementia focused areas are self-contained with dining areas, 
activity areas and secure outdoor gardens (Connell & Calkins, 2007). It is the distinct 
spaces that create a segregated dementia unit and define the regionalisation of care 
practice. This is demonstrated in the following exchange: 
 Participant 6:...she was being confined in this locked section because she was 
 used to being free, she was never home, she was riding the train, she was out 
 walking all the time. And all of a sudden she's in this locked section because 
 of her wandering tendencies. We haven't got the space for them to walk 
 outside. We're not really keyed up for dementia wanderers here really. No, 
 it's not safe enough with all the stairs outside. 
 Participant 4: There's no undercover area. They can get out. And the fact that 
 that area that we're talking about was locked for so long and I'm sure. … 
(RACF 1). 
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The above indicates that practice was implemented within a detached space for 
the purposes of surveillance. As Henderson and Vesperi (1995) and Lee-Treweek 
(1998) have argued, the RACF environment overtly functions to promote a culture of 
surveillance. This process occurs when the collectivity of a group inscribes a fixed 
orientation point (Simmel, 1903/1997). For the participants, this orientation point 
was the boundaries of the dementia specific unit. For the participants wandering as a 
behavioural symptom required systems of control. This control was explained by two 
participants as follows: 
 Participant 6…We had that (wandering) in this section as well because we  
 hadn't got the separation, so just one big circle… 
 Participant 3: ..You just have to deal with it. We don’t have a secure area… 
 It's our job just to deal with it but we know they've got particular behaviours, 
 we know who has behaviours and what they do and who they are, and so 
 you’re aware. (RACF 4). 
Here the participants identified regions and boundaries that define people with 
dementia and the spaces they occupied. And further: 
 Participant 4…It used to be open (the fire doors). Then it was closed with one 
 of the previous management. It was closed, then it was opened, then it was 
 closed again and then it turned into a smaller area to be closed. It never used 
 to be the dining room, it used to be the fire doors down the other end (and) 
 they could walk around outside and back in. It was closed by previous 
 management and made into just the smaller area. (RACF 1). 
  The extract highlights the ways in which defined spaces were constructed 
spaces to allow for increased surveillance of people with dementia who wander. 
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Areas of surveillance dominated care for residents who wandered. Care staff 
positioned practice around those being observed and the observer through 
surveillance. The culture of observation then became embedded and the collective 
objective of the team was to sustain spatial control. 
 The identification of boundaries, regions and spaces requires cohesion within 
a team (Goffman, 1959). Goffman’s (1959) concept of behavioural regions relates to 
the creation and maintenance of social order. When applied to the research context it 
explains how the participants monitored the spatial pattern of practice whereby the 
relational boundaries within physical spaces were closely defended to ensure order to 
care routines. 
For this to be effective, the care teams engaged in, as Goffman (1959) has 
argued,   impression management in working towards spatial order (Lofland 1978; 
McColgan, 2005). As such, the participants constructed spaces for practice through a 
process of spatially situating tasks to instil order and achieve efficiency.  
5.6.1 SPACE AND EFFICIENCY  
Efficiency was hence a key impetus for the creation of spatial boundaries. 
Lechner (1991, p. 197) suggests that boundaries have two functions for a social 
group. The first is to establish and reinforce social order and the second is to define 
and clarify conflicting relations (Lechner, 1991, p. 197) thus keeping cohesive a 
social group. Where a spatial boundary exists to segregate social groups this subjects 
groups to their own micro social rules and regulations and reinforces the collective 
social reality of the group. This is reflected in the words of one participant:  
 Participant 4:...Because it's quite important that when you're in a facility like 
 this you actually work as a team because if you don't, it won't work and I'm 
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 talking cleaners, nurses, the whole lot of us. We all have our own areas that 
 we work in. We're all keen to work as a team and if you've got that team 
 environment the residents do respond a lot better. (RACF 4). 
  Hence the emphasis on surveillance meant that the participants sought the 
inclusion of all staff members in this endeavour. This presented as a collective act 
and reflected broader assumptions about how care of the person with dementia who 
wandered was conceived. The participants positioned themselves in practice to 
negotiate and become cohesive to create efficiencies, as Kellogg (2009) suggests, by 
“collectively identifying problems and negotiating joint solutions” (p. 698) that 
conformed to a rationality around care and management. This is evident in the 
following extract: 
 Participant 4:…It's challenging. Like I heard the other day, I got a report 
 from a relative that another resident was intruding into her mother's room 
 and what was I doing about it.   
 Participant 1... but then when I actually investigated later and spoke to a 
 couple of staff members it was like well he didn't actually go in the room and 
 he didn't hit anyone… They were just gently redirecting him to another area. 
 (RACF 1). 
The above event suggests a further heterotopia occupied by the relatives of the 
residents living with dementia who, within the social ordering of the RACF, both 
conformed to and contested the dominant social order. As Street and Coleman (2012) 
point out, multiple spaces exist within health care organisations and the relationships 
between these spaces are constantly changing as the configurations of actors shift.   
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5.6.2 SPACE AND IDENTITY  
The actions and staff perceptions of people with dementia who wander are 
situated within the production and reproduction of collective social formations. 
Furthermore, a sense of what is needed to be achieved developed out of relational 
identities or ongoing relationships between people (the participants) and their 
environments. Identity is inscribed in roles and is expressed in the language and 
demeanour that gives legitimacy to work associated with a role (Kellogg, 2009).  
In the research context the interrelationship between space and identity 
constructed and reinforced a social order within which everyday interaction occurred 
with people with dementia who wander. Practice was, therefore, revealed through the 
interpretation of its space (Lefebvre, 1991; May et al, 2009). This data extract 
reflects this point:  
 Interviewer: During the shift where do you interact with each other and 
 residents? 
 Participant 2: On the ward while we're amongst the residents. 
 Interviewer: So on the go? 
 Participant 2: Yes. 
 Interviewer: And where does that happen? 
 Participant 2: In any area. 
 Participant 1: Anywhere. 
 Participant 4: In the bedroom when we're in there doing personal care. 
 Participant 2: Doesn't matter where you are… 
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 Participant 4: Whether we're in the bathroom with the resident, whether we're 
 in their room, in the corridor, it's all over the ward. And especially if you get 
 a new one, it takes time to get to know them and them to know us. As I say to 
 them when they get admitted it can take up to three months. I've seen six 
 months. Because it's a new environment for them. So you've got to learn how 
 to talk to them to explain or help them to understand why they're in the 
 environment that they're in now... (RACF 4). 
In the above extract the care team refers to new residents and how staff embed 
routine practice in the physical and relational social spaces that constructed this 
RACF. There was a shared view of the importance of organising new residents and 
their daily care around spatial constructs and implicit in the language of them and us 
was a need to legitimise practices through identity roles.  
The cohesiveness of the team must be aligned with the logic of control and 
rationality, such as efficiency of care and effectiveness of strategies, employed 
around the person with dementia who wanders. Within RACF spaces, care delivery 
is played out as representing roles of care functions and in particular in relational 
spaces that are created by the collective (White, Hillman & Latimer, 2012).  
5.6.3 SPACES AS PRACTICE FRAMES   
Relational spaces, as Kellogg (2009) argues, provide a platform for 
constructing practice through the allocation of work. A relational spatial frame is an 
abstract metaphor employed by Kellogg (2009) to interpret interactions. The 
metaphor of the relational frame explains how practices were shaped by the 
participants and justifies the ways in which work was accomplished.  
123 
 
 123 
Relational framed spaces were where the actions of staff reinforced the social 
boundaries of interaction between each other and with people with dementia who 
wander. The public and private spaces of the RACF thus functioned in a way that 
protected the spatial patterns of practice. In other words, routinely embedded 
practices were associated with spaces and the maintenance of control and order 
around interactions between staff and residents. 
Choice is often restricted for residents and staff alike due to routine practice. 
Practice becomes spatially centred on what Gubrium (1997) has termed “bed-and-
body” work (p. 59; Mc Colgan, 2005). The intersect between space and behavioural 
care strategies was crucial to the constant monitoring of people with dementia who 
wander.  
 Participant 2:…You watch them…Well you just watch for symptoms as
 well…Observe them… (RACF 4). 
Spaces in the RACF are framed and defined as areas that have higher 
observational and environmental order and control (Barnes, 2006). Residents with 
higher care needs are often located in main lounge rooms (Barnes, 2006) and 
communal spaces in large reclining chairs.  
 Participant 1: I believe that everyone's an individual and those that have a 
 tendency to wander need to wander…Locking them up, keeping them behind 
 closed doors is only going to compound other issues, the anger, all of that 
 sort of  stuff. They need to walk. They need to burn off that energy… So we try 
 to make sure that most of the residents are in the lounge room for the 
 day…We monitor them in the lounge room… that’s where we can see them… 
 so we can be nearby if things go wrong… (RACF1). 
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The above extract depicts the ways in which the participant socially mapped 
out open spaces, or communal areas, as framed boundaries for care. Spaces where 
residents can move freely about were considered to be well positioned if they enable 
observation of groups (Mesman, 2012). As the following participant noted:  
 Participant 3: We all know that we have absconders. Okay. And if I'm down 
 there and I go “I haven't seen Maggie (name change), I've just come 
 from this end, she's up there", so that's good, so we watch what she's doing. 
 I'll say "it's okay, I've just been down there she's in north wing lounge 
 room"… but you don't take that as gospel, you go and check. (RACF 1). 
The above indicates that observing and being the observers was central to 
practice. The focus thus becomes dependent upon the control of spatiality and 
surveillance. The participants framed and ensured spatial control as evident in this 
data excerpt: 
 Participant 1:..We don’t use that door… so don't go out that door. If you go 
 out the door, residents want to follow, they can’t go out there, it’s not a 
 secure  area...  we can’t see them out there… (RACF1). 
The above signifies that the door acted as a divide to relationally frame space. 
The door created the meaning of framing action. For example, the other side of the 
door for the participants was a space that had a different framing for practice, a space 
for poor surveillance.  The main space was framed as a space that functioned as an 
area for spatial control for care work (Goffman, 1974, p. 21). 
Gordon’s (2008) analysis of how several frames may be combined within the 
same situation is relevant to the RACF. Frames comprised the situational norms for 
interactions in a particular situation. A situational frame need not be static as space is 
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layered with meaning and as social beings we create and structured our own spatial 
centre through collective practices (Barthes, 1967). Interaction is framed within the 
space in which it is enacted (Gosden, 1994). This means that the participants 
observed residents and modified practices to fit places and to construct spaces. Staff 
therefore created the patterns of ritualistic collective behaviour around caring for the 
person with dementia who wanders. These practices depict the RACF as places of 
social order and control regulated by a cohesive team. Yet boundaries are constantly 
transgressed which means that they are permeable and contested.  
 DISCUSSION 
The purpose of this chapter was to explore the RACF as a complex site where 
multiple spaces, places and practices converged. Space was integral to the everyday 
practice of caring. Rather than conceive of space as an objective and external 
container into which practice is inserted, it was argued here that the spaces in the 
research context were constructed within a place of practice and through care 
practices. In other words, the social process, formation and controlling function of 
work defined and recreated spaces within the physical environment that set down the 
social conditions for practice (Harvey, 2006).  
Spatiality, therefore, is relational to place and practice and as a result spaces are 
the very essence of practice as seen in the multiple relations that were shaped by the 
participants to achieve a sense of efficiency around care work. This was reinforced 
through the projection of identities that were associated with particular roles and 
related to different work tasks. The participants, in turn, formed spatial frames 
(Kellogg, 2009) around caring for the person with dementia who wanders to achieve 
practice expectations. The construction of public and private spaces of care 
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interactions ensured a spatial pattern and order to caring for the person with dementia 
who wanders. These spatial frames can be viewed as a form of regulation although 
constantly changing and contested by the environment and by those with dementia 
who wander. Hence, in conclusion, space was produced from the interactions and 
actions of collective teams and built around socially produced spatial characteristics 
(Lefebvre, 1991). This was where the process of practice and associated order was 
set within the physical boundaries of the RACF.  
The assertion of the importance of space in organisational theory has not 
translated to any significant extent into nursing research and particularly around 
issues of dementia. The second analytical concept of time is the focus of the 
following chapter. The concepts of time and temporality have similarly had little 
impact as yet on dementia research. These concepts, generated in this research as 
significant components of the construction of care for people with dementia who 
wander, are explored in the following discussion.  
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 Time and temporality 
 INTRODUCTION   
 The concepts of time and temporality were generated through the analytical 
process and appeared as mediating factors in the construction of nursing care for 
people with dementia who wander. The notion of time, as Zucchermaglio and 
Talamo (2000) proposed, is grounded in historical, material, social and discursive 
practices. These domains inform our understanding of how time is interpreted, 
measured and experienced (Jones, 2010).  
 Time can be considered, therefore, a strategic resource where it is used to 
measure work performance and also as a social construct to ensure that work is 
completed on time (Waterworth, 2003). This is where time is conceived as linear, 
mechanical or clock time and assumes the role of social regulation (Jones, 2010; 
Waterworth, 2003). Thus time can be understood as a socio-temporal order the 
parameters of which are standardised and become, in this form, an identifying feature 
of a social context or group. Yet, time has different frames and parameters that exist 
simultaneously and are based around what can be considered as temporal reference 
points. The connection of reference points is referred to as temporality which 
encompasses the past, present and future experiences and as a consequence, shapes 
and organises expectations and actions. This means that our experiences are not 
isolated but are informed by our past and expectations of the future. Where past and 
future become increasingly invisible, as is the case for those with dementia, the 
temporal flow of life is experienced in multiple and competitive ways.   
128 
128  
 The purpose of this chapter is to explore the nature and function of time, as a 
social phenomenon, within the research context. For care staff, while time is 
experienced in the present, practice is organised on the basis of both the past and 
expected future. Thus, temporality acts as the background to the organisation of care 
work (Waterworth, 2003). Hence, of interest in this research is the way in which the 
participants positioned practice within time framed situations. There existed   
different social temporal frames which were competitive in terms of how care staff 
organised, used and interpreted time. The actions and interactions of care staff were 
also formed into temporally framed distinctive stages of care (Waterworth, 2003). 
The appearance of a variety of temporal frames is because, as Waterworth (2003) 
and May et al. (2009) both argue, care staff invest in and organise practice by paying 
deference towards past history, the present context and future expectations.  
 The temporal organisation of work, as Fine (1996) notes, is the order, rhythm, 
duration and organisation of practice. Within the research context this referred to the 
distinctive nursing actions and interactions that were performed in relation to care of 
the person with dementia who wanders. Temporality is thus entrenched in care work 
in a RACF and context is inseparable from the impact of the social construction of 
linear time on nursing practice.   
  More specifically, this chapter is structured around two key points. The first 
analytical point is that time is grasped and organised through temporal frames or 
structures. In other words, time is interpreted and used in ways that are socially 
defined with regard to what is considered appropriate or otherwise within social 
interactions. Temporal frames were produced through the practices of the 
participants and acted upon by the participants. The dominant temporal frame in the 
research gave primacy to tasks and routines. The participants referred to this 
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structure of practice as traditional nursing. This temporal frame of reference, 
therefore, existed as the social glue of the organisation of care work.  
 The second analytical point is that the residents with dementia who wander 
acted within temporal frames that did not necessarily align with that of the 
participants. A lack of a temporal fit appeared between the participants and the 
RACF residents gave rise to the need to manage the resident with dementia who 
wanders. The non-alignment of temporal frames disrupted routine nursing processes 
and management became focused on re-establishing order. The focus of this second 
point, therefore, is on how the participants negotiated this non-alignment and the 
resultant disruptions to work. In temporal terms, this refers to the ways in which care 
staff drew on past, present and future expectations of practice as a regulator to 
realign temporal frames within the research context. The above posed arguments are 
addressed each, in turn, below. 
 THE NATURE OF TIME   
The conventional view and management of time is as linear and an individual 
activity. Indeed, linear clock time is the dominant perception in Western societies 
and has been the basis of thought for many centuries (Helman, 2005). In this sense, 
linear time is considered non- repetitive and progressive. Hence time is used as a 
guide to almost everything and is grounded in the concepts of progress and social 
evolution (Helman, 2005). 
 An understanding of the concept of time, as socially constructed, draws firstly 
on the work of sociologist Emile Durkheim (1893/1984, 1912/1995). Durkheim 
(1912/1995) argued that time fundamentally constitutes socially constructed 
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elements that are generated in specific social circumstances. In other words, the 
social construction of time is context dependent.  
 Time is thus constituted by social practices and reproduced by action and 
social systems (Giddens, 1979, p. 73; Urry, 1991). As Mead wrote, what we consider 
to be in the past is merely a reflection of the present as “reality exists in the present” 
(Mead, 1959, p. 33). The multifaceted nature of time is hence entrenched within our 
experiences and infiltrates everyday life (Edensor, 2006; Adam, 1995).  
Edensor (2006) and May and Thrift (2001) also note that cultural experience 
shapes social understanding and centres time within everyday life. This means that 
time varies in meaning and application across cultural and social situations. In 
contemporary society, a time focus is constructed through the lens of scientific and 
industrial cultures. The aforementioned is important because productivity and 
scientific thinking reinforce order and engender a strong focus upon the present and 
future predictions of time (Wagner, 2012).   
In similar terms and while not explicitly addressing a theory of time, Weber 
(1930, p. 48) considered the subjective experience of time and how this experience 
was constrained by organisational and social definitions of time (Segre, 2000). Clock 
time could thus serve the function of coercing collective action (Urry, 2000).  
Furthermore and in deference to the works of Marx, Weber, Durkheim and 
others, Adam (1995) and Gosdon (1994) argue that time and work have been 
intertwined since the foundation of the industrial revolution and that time governs 
schedules for work. Urry (2000) reasoned that time could also be considered a 
commodity that is needed to be saved, monitored, arranged, organised and regulated. 
As Marx (1867/ 1976) had much earlier argued, the organisation of time is embedded 
in the resources and rules that govern society.  
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 The participants expressed time primarily as mechanical or clock time. This 
reference frame was used to organise care tasks because clock time was essential in 
interpreting the immediate effects of practice. The participants collectively referred 
to being constrained by time. The extract below highlights the framing of work 
around dominant time based routines to manipulate social regulation (Hirvonen & 
Husso, 2012). In other words, time functioned as a form of social control over care 
staff actions and over the participants as a group. These processes, in turn, were 
influential in forming perceptions of caring for the person with dementia who 
wanders.  The data excerpt below depicts the dominance of time in practice: 
 Participant 2:…you come to work and say "7 o'clock start showers, 10 o'clock 
 morning tea, and 12 o'clock lunch". And it took a bit of time to actually 
 understand what we are trying to do”.  (RACF 1). 
 The above data is important because, from this perspective, the interpretation 
of time in care and the variations of time and temporality in practice need to be 
considered. The following data exemplify the ways in which the participants 
experienced and interpreted time to make sense of and to construct and regulate care 
in the RACF.  
 Participant 2:…They're wandering. Yeah, well we just try to get them back to 
 their room till such time that somebody comes on duty to look after them. 
 Night staff, you know they try to keep them in, get them back to their rooms... 
 (RACF 2). 
 In the above example, the participant reflected on a situation of a wandering 
resident and how that situation would be enacted to conform to time and the 
exigencies of residential care. Of importance here is that care work, as Moran (2013) 
proposes, can be difficult to schedule so practice is manipulated, anticipated and 
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synchronised into repetitive rhythms of work. Hirvonen and Husso (2012) also point 
out that the overriding organisational requirement in care is that it is delivered in a 
timely way. These authors  note that although care staff work towards a time order 
they also are required to be available for another person, to be flexible and to have a 
shared understanding of the role of caring (Hirvonen & Husso, 2012). 
Nonetheless and at the same time, the participants are subject to repetitive 
routines in their work. In other words, care involves a blend of the institutional 
requirements and the needs of the recipient. Here lies the intersection between the 
habitual patterns of interactions, behaviour and practical requirements that creates a 
temporal orientation towards care for people with dementia who wander. As 
discussed temporality encompasses a way of considering the past, present and future 
and it is here that the knowledge and experience enables care staff to coordinate 
practice with anticipation and to manage the variety of situations.  
 TEMPORAL ORIENTATION TO PRACTICE   
Staff acted, in the terms of Hirvonen and Husso (2012), with a temporal 
orientation to care. It was thus evident that the participants negotiated practice to 
create order by constructing situations around time. In order to gain a complete 
awareness of the time based realities of care practice, it is necessary to recognise that 
time was constituted though the simultaneous experiences of the participant group.  
Time is thus conceptualised as collective; one’s own and other’s time. 
Considering this and as Adam (1995) and Neary and Rikowski (2002, p. 55) have 
argued, patterns of time govern the social needs of an environment. In care work, 
time plays a central role and the dimensions of time are complex (Hirvonen & Husso, 
2012). In the research context, this meant that the participants managed unplanned 
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events and actively engaged as a collective group to situate care around a temporal 
organisational of care work. As the following excerpt demonstrates:  
 Participant 4...I guess you've got day to day or daily activities that you've got 
 to get through your daily showers and everything. But at the same time you've 
 got to have eyes in the back of your head and be watchful of who is out there 
 wandering and take the time when you've got a moment to check with that 
 person that's wandering, what is causing the wandering and can you divert 
 from what you're doing and fix that… (RACF 1). 
The participant above gives a temporal orientation towards the primacy of 
routine activities. Of importance, however, is the interpretation, organisation and 
management of events that take place beyond or external to that routine and may 
disrupt order. This is also evident in the exchange between participants below: 
 Participant 2: down there in the afternoon, more behaviour, more wandering, 
 so it's more staff in the dementia ward but sometimes you observe whether 
 this wandering the normal way or out of character. She wanders more or 
 does something, so we check … 
 Participant 1: So if we see something out of the norm because we're with them 
 24/7 then we pass it on to our next in charge who says "do this" or "don't do 
 that" or "just keep an eye on her for this period of time… 
 Participant 4: The afternoon normally in the share job allocation, two nurses 
 changing the pyjamas, toileting and stuff but one person has to be in the 
 common area to observe everyone. They don't hit each other or they don't 
 bump each other while they're wandering. (RACF 4). 
134 
134  
In the above, the imposition of a temporal orientation towards practice in the 
afternoon was an intrinsic measure of work and efficiency of care for the participant 
group.  
 In practice, shared action was the foundation of care that emphasised the 
production of habits and routines. Practice is negotiated by a group based on how 
much time should be spent on care tasks (Hirvonen and Husso, 2012). Routines are 
often pre planned to maximise efficiency and effectiveness without any inclination 
towards individual staff or resident preferences (Hirvonen and Husso, 2012). As 
others have argued (Jenkins, 1996; Edensor, 2006; Williams, 1961; Adam, 1990, 
1995, Thompson, 1967; Neary & Rikowski, 2002), when set times for routines, 
habits and assumptions are acknowledged and shared within a collective this is the 
beginning of the connection of time. Nonetheless, there was also evidence of agency 
in the temporal focus of reference that was used by the participants.    
 Participant 7:You use your own initiative and your experience of the past and 
 you deal with wandering residents in the best way you can that calms them 
 down and then you report it to the sister on duty. (RACF 3).   
The above indicates that actions were agentic in the sense that they were 
instigated by the individual. The nature of care work was such that it built on 
accumulated knowledge and experience. The clock alone could not achieve this as 
the participants needed to build reference, trust and maintain a temporal orientation 
that worked through interactions and actions. The participants did not simply 
passively engage with and experience time. This indicates the interconnectedness of 
the temporal focus of the participants and of the RACF institutional structure.  
In reflecting the works of Mead and Blumer, however, the acts of individuals 
occur in context and manifest in ways that meet the conditions of social life. It was 
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the case in the current research that the care staff both constructed and acted upon 
those temporal orientations that conformed to situational exigencies.   
 The staff at RACF 4 noted that the change of shift was the point at which 
routines designed to monitor the person with dementia who wanders became 
connected and were instituted. The language of the participants was explicit that 
routine surveillance was expected.  
 Participant 2: There is a worksheet that goes out with everybody... 
 Participant 4: When they take over, the worksheet goes along with them and 
 we then know what happened in the first round. 
 Participant 2: The day sheet (says) what has to be done on that shift to that 
 person... 
 Participant 1: They are printed out… ongoing on what to do for every 
 resident and then if it needs to be it is updated. (RACF 2). 
Here, the care team embedded practice around routine by adopting a 
prescriptive work sheet to ensure that practice was habitual and thus orderly. This 
artefact also engendered shared action around care because the nursing team referred 
to the work sheet at this RACF. This process is reminiscent of Goffman’s (1959) 
‘definition of the situation’ where a performance of a team depends upon all 
members sharing information and being mutually dependent to give the impression 
of (in the research context) of a social order.n the research context) of  a social order. 
 Hence, dominant temporal frames of care were produced and reproduced that 
gave primacy to tasks and routines. In other words, activity and temporality became 
inherent to task orientation. This temporal frame became a management act that 
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guided and ordered practice. The following participant interpreted practice through 
the repetitive nature of her work: 
 Participant 6. Some days it doesn't happen then on other days it's all the time. 
 Put them back and the next minute they're back again. (RACF 1). 
 Moran (2013) suggests that the roles, rhythms and routines that are embedded 
into daily life to form habits are somewhat necessary to assist us in making life 
predictable. Life would be overwhelming if we were to consider every turn and 
decision that was needed to be made within everyday living (Moran, 2013). It was 
the rhythms of collective practice that provided the framework for care decisions as 
the following conversation notes: 
 Participant 5…I mean you can try a toileting regime of every couple of hours 
 but you're not necessarily going to catch her. 
 Participant 3: One time we couldn't find her and we found her in bed. It 
 usually happens to that person before the shift changes, after nightshift and 
 morning shift, there's a little bit of time in between, so that's when (it) 
 happens (when wandering happens). 
 Participant 6: Oh we just start preparing the trolleys and stuff like that, so 
 you're not there (watching) for 15 minutes. So that usually happens in the 
 mornings not during the day.    
 Participant 5: There's a little time like nobody's there for a little while. 
 (RACF 1). 
The above focus group interaction is noteworthy because the actions of the 
RACF resident referred to appear disorderly relative to the care structure. What is of 
interest here is situated between what was happening and the disruption of routine. 
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Moran (2013) and Shove, Pantzar and Watson (2012) have argued that it is not 
unexpected events or individual habits that are observable patterns of behaviour. 
Rather it is those encounters that rupture order that become the focus of action and 
negotiation.  Indeed, working within a time frame that prioritised habitual practice 
meant a greater likelihood that the acts and behaviours of people with dementia who 
wandered would disrupt care. Practice would present as fractured which had the 
potential to create tension within the care context (Tinnery, 2008).  
What we also observe in the exchange above is the amount of effort expended 
in maintaining routine. The participants, therefore, were not to be perceived as 
“cultural dopes”…blindly following social dictates” (Hitlin & Elder, 2007, p. 179). 
The work involved projecting an orderly temporal frame to practice. This can be, as 
Glennie and Thrift (2005) assert, illusory because the concept of care is defined with 
a clarity that does not match actual events. Although no day was the same, the care 
teams implied a normality against which any disruption was measured.  
 For example, activity times were integral to the daily routine of practice and 
thus considered an opportunity for monitoring of the person with dementia who 
wanders. One participant described this role as follows:  
 Participant 2:..Well the recreation activities officer has activities to just keep 
 a very special watch on them. If they do wander we basically get up and try 
 and deal with it or see a nurse and they'll deal with it. Sometimes they like 
 activities. They sit down and it distracts them and that's what they need. They 
 need distraction all the time to keep their mind occupied and it's the simplest 
 things sometimes that can do that… (RACF 4). 
 In the above extract the participants referred to the routine of the organisation 
of activities by the recreational care worker as a distraction from wandering. The 
138 
138  
activities included TV watching, reading the daily paper to a group of residents and 
reminiscing and as a moment in time. Residents were reportedly orderly during these 
sessions and this allowed care staff time to attend to other administrative work. 
Scheduled activities provided by the recreation care worker were described by 
participants as a break from the nursing routine. 
 Practice then became fixed in an embedded cycle of doing what the 
participants could do with the time available (Tinnery, 2008). The process by which 
practice is reproduced relies on a temporal cycle to organise and deliver care. The 
following example reflects the temporal focus of the cyclical nature of care work. 
 Participant 1:...At that stage it was just from 7.30 onwards you were just one 
 staff member upstairs, so you had to deal with it... 
 Participant 5: I worked in the evening. My partner went home and I was until 
 10.30 by myself. We didn't have as many residents at that stage but it was 
 hard. We had a breaking point and then she was running around and looking 
 for things. 
 Participant 3: I was nursing then and I did the morning shifts and that was 
 difficult because she'd want a shower and she'd get all her clothes out. 
(RACF 4). 
  Actions and interactions are shaped by an intense temporal consciousness 
towards routine task orientation (Ingold, 1995). As such, temporality and time were 
key factors in positioning the movements of staff and in constructing the care to be 
delivered. The below extract points to the extent to which one institution espoused a 
linear view of time and the practice implications for relational care: 
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 Participant 1: [The manager-name] won't like that. If you go down there and  
sit with her she won't like it" I said "[the manger] won't be happy about that" 
and she said "she'll just have to like it". So I'm going to get into trouble… 
Participant 3: Like sitting with someone spending time with them… 
  Participant 2: Spending the time on your rounds…(RACF 2). 
A further participant referred to the urgency of the immediate present that 
drives care work: 
 Participant 5:...You might get someone that just at that time that you're going 
 to do handover, needs attention and you have to go... (RACF 1). 
 The language above suggests a disruption to the normal state. The above, 
therefore, highlights the way that time was arranged, structured, organised and used. 
The temporality of care socially embedded the practice of attending to personal care 
as cyclical in nature. For the participants, the process of relational care work 
(Hirvonen & Husso, 2012) was situated as additional to that which had to be 
completed in task-oriented clock time.   
  Participant 3: ...No such thing as behind time, it's when you get there and  
  when you do things, that's how I look at things, I don't think it should be a  
  schedule that you do this at this time (and) that  at that time. You sometimes 
  have to work overtime to make sure they're all safe... (RACF 2).  
 TEMPORAL FRAMES 
It was evident from the analysis that a dimension of care work was formed 
through the interconnections of competing temporal frames. As the following 
interactive discussion demonstrates, the use of time was about constructing a frame 
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and enacting that frame. Here the legacy of a history of RACF care is evident and 
this is how the temporal frame appeared. Yet the present and future suggested an 
emergent and somewhat different time frame:   
 Participant 4: Well I guess it's just nursing, the traditional way you've done it.  
 …I mean if you go to any nursing home you've got to have showers finished 
 by … 
 Participant 1: Traditionally that's always been the way but here we've 
 actually started looking at that. 
 Participant 2: You go in, you get them up.... 
 Participant 2: They have their breakfast, get them in the shower…If you look 
 at it, up in the morning, 7 o'clock showers, breakfast,…You've got eight to 10 
 people that you've got to have showered before they have morning tea 
 basically. 
 Participant 1: So if you do a morning shift the expectation is they're done. 
 They've got to be cleaned and they've got to be clean because they're 
 incontinent and things like that. 
 Participant 1: But that's not necessarily how it is now. 
 Participant 4: This is like all around.  It’s isn't just this nursing home, this is 
 the routine generally...historically… (RACF1). 
As Hitlin and Elder (2012) and Hirvonen and Husso (2012) have argued and as 
has been alluded to above, temporally framed actions are linked to the concept of 
agency. An orientation towards time, as Flaherty (2003) and Hitlin and Elder (2012) 
note, is a fundamental aspect of social interaction. To create a link between the 
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sociological nature of time and care work, it is necessary to look towards the 
participants as agents who create distinctive temporal actions in relation to caring for 
people with dementia who wander. 
Actions are shaped by a time orientation and influences interactions (Hitlin & 
Elder, 2012). The focus for the individual becomes concentrated on a “time horizon” 
as perception becomes situated around temporal space and is a response to social 
situations (as Hitlin and Elder, 2012, p. 171). This can be seen in the following where 
the participants appeared to have exerted agency by focusing on a time horizon and 
interactions were constructed around their experience of time:  
 Participant 3: Well this morning with Bob (name changed) downstairs. He 
 had a fall because he wanted to shower before AM care staff got to him. So as 
 a result we've discussed it as a team and said "in that case this has happened 
 more than once. This is one of the reasons we moved into higher care… 
 Participant 4: … What can we do about it?   
 Participant 1:  (we said) Well I think it would be worthwhile night duty giving 
 him a 6 o'clock shower so that AM staff are not going to go in there and find 
 him on the floor". So that's something that's been really valuable. (RACF 1). 
The level of detail in the participant statements above reflects how this resident 
circumvented the processes of care that were constructed around time and as a result 
was considered disruptive and in need of greater surveillance (higher care). Here, the 
temporal frames of the participants and the person with dementia who wandered 
were not aligned. As another participant noted:  
 Participant 2: ...but it is very important before you start doing any care with 
 them, especially the ones that don’t communicate and have a tendency to, 
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 that you take that time to eye contact, touch, whatever, communication "how 
 are you", have that little chat before you go into do whatever you need to 
 do…(RACF 1).   
Yet, other challenges to existing temporal frames, while demonstrating the 
flexibility of human agency, pointed to the difficulties the participants experienced in 
managing care work that was driven by the demands of efficiency. This is reflected 
in the revelations of the following group: 
 Interviewer: And how does that [time] affect your work? 
 Participant 3: Well it doesn't really affect me but I get behind... 
 Participant 2: Well I just go back and finish it when I'm finished here... 
 Interviewer: And what time are you supposed to finish? 
 Participant 4: 2 o'clock. 
 Interviewer: And how long do you stay back? 
 Participant 1: Well maybe half an hour, three quarters of an hour. 
 Interviewer: Does it bother you? 
 Participant 1: No because it's got to be done. I can stay back. 
 Interviewer: Do you get paid? 
 Participant 2: No, we don't get paid overtime unless we're asked. We get paid 
 overtime if we come to a meeting that's scheduled to be compulsory. 
 Participant 1: I'm in at 6 o'clock.  I don't start till 8.00. That's because my 
 ride's there and that's the only lift I can get... 
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 Participant 4: Well I come in early but it's just for my own convenience as 
 well to get out on the floor at 6 o'clock to have everything ready…( RACF 2). 
  The above interaction reveals a number of temporal frames at work in 
reference to actions. The start and end of a shift, for example, was a temporal frame. 
Care activities to be completed were set by the respective organisation and situated 
within that frame. Consequently, the rhythms of time formed a pattern of 
organisation of practice.  
  Thus time was the fundamental element in planning care for the resident. 
Time was associated with clock time, care tasks, deadlines, routines, stress and 
milestones. Frustrations arose when, as reflects Hirvonen and Husso (2012), the flow 
and rhythm was disturbed and demanded a flexibility in practice. As such, the 
analytical findings emphasised the negotiation of temporal frames that instilled 
control to avert disruption to practice. 
 Care in the RACFs was organised around three frames focused on meal 
times. The first frame was the morning period and the busiest as it involved the 
major tasks of showering residents, preparing residents for breakfast and 
administration of medications. After breakfast residents were assisted to morning 
activities and around 11 am residents were toileted; “we do a round”. The next 
routine was lunch and administration of medications. 
The second temporal frame was post lunch time when residents were helped to  
the toilet, to activities and some to their rooms for rests between 1-3 pm. Evening 
time constituted the third temporal frame of the day. A new shift of care staff arrived 
and in reflecting the morning regime, residents were washed, medications 
administered and preparations undertaken for the evening meal. 
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The above represents the construct of order of practice within a RACF and 
integral to the division of time frames is the continuous monitoring of people with 
dementia who wander. The rhythms embedded within the social nature of time were 
central to life within the research RACF sites and dominated care practice. The 
participants indicated that breakfast time functioned as a restraint or diversion 
strategy to assist with wandering behaviours and to ensure order. Breakfast was thus 
a moment in time where order was imposed within a frame. Thus the morning time 
based routines were described by the participant as following:  
 Participant 1: I come in early. 
 Interviewer: What time? 
 Participant 1: Sometimes at 5 o'clock sometimes but it doesn't worry me 
 because I get the boxes packed. 
 Interviewer: And what are the boxes? 
 Participant 1: Well that's with all the medications, eye drops, creams, puffers, 
 things like that and the stockings. We have hipster pads. Then we have a day 
 sheet to go by so the shower list done on the top of the day sheet, so that's all 
 done and that all takes time. And then on a weekend I do on a Sunday 
 usually, there's eight blood glucose levels to be done, so I usually try and get 
 them done before 6.00 because when they start to eat it's so much of a true 
 reading, so I try and get those done but I've been doing it for so long it 
 doesn't worry me. (RACF 2). 
  Here the participant was called upon to do more than time allowed. Agency 
in this scenario was translated as individual responsibility rather than greater control.  
The time parameters were imposed upon practice by management of the RACF and it 
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was expected that tasks would be synchronised, structured and ordered within the 
time boundaries by care staff. The participants struggled, however, to attain and 
sustain equilibrium and order for task completion. This experience is considered a 
central characteristic of care work (Waterworth, 2003; Tinnery, 2008; Hirvonen & 
Husso). To understand the complexities of this relationship it is opportune to speak 
of temporality, time and the collectivity of practice as demonstrated in the next 
excerpt of data:  
            Participant 2:...Spending one on one time, that would be great.  
 Participant 4: ...Like sitting with someone spending time. Spending the time 
 on your rounds. 
 Participant 1: Taking your time to have a chocolate with them...  
 Participant 2: The trouble is our time is a factor. Time is our worst enemy 
 isn't it, not giving enough time to every resident...(RACF 1). 
Here the two participants reflected on issues of time in practice as the key 
feature of caring for people with dementia who wander. The references to the time 
experience of care was not was defined by individuals but by the collective group. It 
was the collectivity of the participants that anticipated and adjusted practice within a 
temporal sphere. Practice, therefore, was created within time based experience 
(Flaherty, 2011).  
 A SMOOTH DRAMATURGICAL PERFORMANCE 
The participants acknowledged the need for a cohesive approach to care and 
perceived that care required a whole team approach. This again reflects Goffman’s 
(1959) concept of a smooth dramaturgical performance whereby all team members 
enacted their role of constructing and ordering time based tasks.  
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 Time was thus important in ensuring a smooth dramaturgical performance 
both front stage, visible to residents, families and management and back stage, within 
the spaces that were not seen by others, such as a clinical treatment room. The team 
was moulded by time and each worked hard to protect that mould. Time was 
identified as fundamental to the group functioning. Hence, placing a time orientation 
to care was vital and mutually agreed frames were essential to care delivery. To 
ensure a smooth dramaturgical performance therefore the care staff were dependent 
upon one another to work towards, in Hitlin and Elder’s (2012) terms, a time 
horizon.  
 For Durkheim (1893/1984), at the core of a collective group is a fundamental 
structure or essence that holds a group together. Durkheim (1893/1984) referred to 
this as an organic solidarity where individuals had a mutual reliance on others and 
groups that was essential for any society to function. In the research context, 
temporality and time were at the core of holding the care teams together and 
maintaining a smooth dramaturgical performance. In other words, social order 
required all staff to share and follow the order (Bourdieu, 1977) of practice.  
 Time dominates not just how the group acts but is the “mechanical 
generation” of collective thoughts and actions (Bourdieu, 1984). As such, here 
temporality imposes a structure and order to reality (Ricoeur, 1988). This is evident 
in the follow excerpt: 
 Participant 2: Well she's walking around in the morning too when I get here 
 and she starts following me, so I walk down to her section. "Sit here. 
 Breakfast will be here soon". 
 Participant 4: I got her settled this morning and I turned around and there's 
 the other gentleman, so he grabbed hold of my hand, so I walked back to his 
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 room and he let me take him to the bathroom and wash him. I sat him down 
 and said "you stay there. Breakfast will be here soon...(RACF 1).  
 Here the participants reflected on the habitual, innovative and intuitive nature 
of care work. Durkheim’s (1893/1984) argument is that a collective group will 
protect what is central to that group in terms of shared beliefs, values and ideas.  
Thus Durkheim (1893/1984) referred to a collective consciousness that is reaffirmed 
and reproduced through the application of shared values and practices. The concept 
of solidarity resonates with an institution such as a RACF where the framing of care 
delivery and the integration of time and practice is woven into the environment of the 
institution. This is supported by an understanding of the social nature of time where:  
 …the world of humans is not experienced by most people as chaos, perpetual 
 ferment and novelty, evanescence and fleeting immediacy. Instead, the 
 ordinary working interaction space of the here and now exists as a durable, 
 collective reproductive environment (Jenkins, 2002, p. 269).   
The focus on time, therefore, is important in decision making and informing 
the perceptions and actions of staff when caring for the person with dementia who 
wanders. Nonetheless, for the participants, time was always pressing and they were 
unable to give time beyond tasks to those without communicative capacity. Practice 
was about sustaining order and hence constructing work to fit time boundaries. Yet 
participants also challenged the rigidity of work boundaries and expressed frustration 
at being unable to engage in more relational work with residents.  
 TEMPORALITY AND SOCIAL CONTROL 
From the discussion above, it is evident that care is not about categorically 
encapsulating temporality but rather containing a time dimension to care by adjusting 
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practice to maintain order. The people with dementia who wandered acted within a 
frame that did not align with that of the participants. The focus here is how the 
participants negotiated this non-alignment which manifested as disruptions of 
routines that needed to be restored. The group were orientated to time constructs the 
result of which was that practice within the RACF was about regulating care as 
articulated in the follow extract:  
 Participant 1:...Some RNs are here just to do the job to go home and they 
 don't give the time or have the passion. So many times I've gone up to 
 different RNs  and given my thoughts about routines and they just turn 
 around and say well this is the way it’s done isn't it"? ... I don't like that... 
 (RACF 1). 
The above extract accentuates the rhythm of routine as positioned by the group as a 
constraint on care.  
 Participant 6: ... Sometimes it gets…Sort of stressed. You're doing something 
 and she (resident) keeps coming to you and asks where to go at that 
 time…makes you angry and you run behind time…I mean it does take up 
 paperwork time...(RACF 2). 
From the previous excerpt, it appears that the participant gave primacy to time as the 
forefront of practice, as the regulator of care work in the RACF environment.  
 Participant 5: You don't have time to sit and yap, yap, yap, you're doing your 
 work as you're talking and at handover… (RACF 4).  
The time frames of residents and participants did not converge as is also evident in 
the below extract:  
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 Participant 1: ...So what happens then the girls that come on at 2.00. They 
 take their work down the front and they keep an eye on them there but there 
 again if a buzzer goes, got to go. They have to go. We all wear buzzers and if 
 that goes off you’ve got to go to the situation straight away. So then you've 
 got to make sure that there's one there but then if you get an assist button 
 you've got two off the floor… (RACF 2). 
 A disruption of the temporal frame as Colley, Henriksson, Niemeyer and 
Seddon (2012) note, can create a sense of powerlessness and stress. Thus it is here 
that time presents as a constraint on, or structured control over, care.  
The participants referred to practice in terms of negotiated time and order. 
There was a sense of needing to negotiate and prioritise practice to restore order and 
any perceived pressures were related to time. Thus time became the focus and was a 
symbolic presence for the group. It was also the combination of temporality and time 
that provided the participants a structure within which to achieve orderliness and 
minimal disorder and this was perceived necessary to carry out the essential care 
work such as bathing, meals, administration and assessment. 
 Participant 3: …You get things and then you're going along smoothly and 
 then something will happen.  The (manager, sic)…will come and say "well 
 you go and do that". 
 Participant 3: … they could have done that at 1 o'clock…so you have to leave. 
 Participant 1: … and today that's been happening a bit and then we've had 
 the buzzer going off. We had somebody fall…. The girl that was doing it she 
 probably didn't finish her meds till a bit later because they don't have lunch 
 till half past twelve, so that's probably where the backlog came back…. She 
 may not have finished her medications... (RACF 2).  
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 A non-alignment of frames was a result of an interrupted routine caused by a 
resident fall. The reference point for the fall was not the resident but the time taken 
from the everyday routine of medication rounds. In this sense time was the 
mechanism by which order was to be restored along with alignment between 
residents and the participants.  
 Thus there was a persistent focus on time pressures, the immediacy of care 
tasks and on planning for achieving future tasks. These were all socio-temporal 
parameters whereby routinisation, or selected courses of action, became typified and 
the world of the RACF predictable. This is reinforced further in the following 
extract:   
 Participant 3: Yeah, 15 minute by 15 minute. 
 Participant 2: He's not on sight chart, so you need to go and observe him 
 every 15 minutes or half an hour. 
 Interviewer: Whose job is that, all of you? 
 Participant 6: All staff members. 
 Participant 1: Everyone and it's again documented that they're sighted. So if I 
 walk in and that's usually just on the table because it's the easiest place and 
 that is handwritten, not on the computer because it's quicker and easier for 
 everyone to see it. So if I come in and that hadn't been filled in for an hour 
 then I will be asking the staff. (RACF 4).  
 From the above we see how participants negotiated interactions in practice to 
realign the time frames of the residents and care staff. Again the emphasis was on the 
timing of observations and the focus of interest was the routine act of recording those 
observations.    
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 Those providing care in the RACFs worked beyond set working hours to 
complete task based routines but also to ensure order to be achieved through the 
alignment of temporal frames. Hirvonen and Husso (2012) note that care groups need 
to juggle the complexities of intersecting temporalities. This was evident in the 
research where participants referred to the pressure of realigning competing frames 
between participants and the resident with dementia who wanders. As such, the 
scope of practice moved beyond linear clock time to incorporate practical 
interventions situated within temporal frames that would realign practice.  
 SUMMARY  
 In summary, how the participants conceived, interpreted and engaged with 
time was important to care practice because, as Lockenhoff (2011) argued, choices 
are embedded in a temporal context based around the assessment of outcomes and 
preferences. This was considered significant in this research because care was 
measured, negotiated and regulated around time for the purposes of addressing 
unforeseen incidents as they arose.  
 This chapter identified two concepts regarding time and temporality. First, 
time was grasped by the nursing staff through a temporal orientation to care work by 
creating frames to order the rhythm, duration and organisation of practice. A 
temporally framed orientation manifested in practice that was constructed on the 
basis of past, present and future expectations. In this sense, the time as conceived and 
constructed within and by the RACF was integral to the decisions on care for those 
with dementia who wander.   
 The focus of the second argument was the ways in which the temporal 
frames, through which practice was constructed, did not align with the temporal 
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experiences of those with dementia who wandered. The effect was conceptualised by 
the participants as a disturbance to a necessary order in the RACF; an interruption to 
the natural flow of time. This is not to argue that the participants were neutral actors 
in complying with imposed socio-temporal parameters. The participants had the 
ability to modify or circumvent temporal processes. Nonetheless, standardised time 
was the dominant regulator of care. In the following and final chapter the discussion 
turns to the social organisation of care practice in the RACF and the broader contexts 
in which the temporal frames in these institutions are constituted. 
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 The organisation of practice 
 INTRODUCTION  
 The purpose of this research was to take the everyday world of care for 
residents with dementia who wander as problematic. In so doing, the research sought 
to generate a theoretical interpretation of staff perceptions of caring for those people. 
In the analytical process, the concepts of time and space appeared as the constitutive 
elements of the social activity within the RACF. Time was the vehicle whereby care 
was measured, negotiated and regulated. Space constituted the interconnectedness of 
the components of the RACF that included people, groups, processes and the 
organisation. Thus the analytical exploration encapsulated the ways in which the 
research context was socially constructed and pointed to the social processes that 
were instrumental in organising the coordination of care. Social processes were 
embedded in the structure and circumstances at each individual RACF. These 
manifested in the actions and the work of care staff. 
Care staff had the capacity to make choices regarding care routines. Yet 
routines and choices were mediated through time and space, concepts that were 
central to the construction of care. In this sense, time and space were used to co- 
coordinate and position care practices and staff as social agents (Fine, 1993) and 
acted to create care within a spatial- temporal framework. This chapter proposes that 
an understanding of how care work was temporalised and spatialised provides insight 
into how care practice in RACFs is constituted and negotiated. In the research, care 
practice and the space in which it took place were products of the relations of all the 
elements within the research area. Caring actions were thus facilitated through 
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relations between bureaucracy, hierarchy, philosophical principles, RACF residents 
and care staff.  
The chapter assimilates literature and research findings and considers the 
interplay of time, space, structure and agency and how staff decisions around care 
were constructed by and through the social systems in which they were embedded. 
The contributing components to this argument are drawn from the analysis of the 
complexity of care for those with dementia who wander. An exploration of the 
complexity of care is organised around three dimensions. 
The first dimension considers the concept of person-centred care. The 
residential aged care industry has relatively recently adopted the philosophy of 
person-centred care that gives primacy to resident rights and preferences as central to 
care practice. Hence this discussion highlights the tension between person- centred 
care and the reality of practice. This tension appears in the language of the 
participants where the emphasis oscillated between person-centred care and 
management of residents.  
The second dimension and related to the above, is the government or regulatory 
dimension of practice which is reinforced by industry processes such as 
accreditation. Practice is shaped by regulation through instruments such as 
accreditation and the Aged Care Funding Instrument (ACFI). This regulatory frame 
also gives rise to the contradiction between the delivery of person-centred care and 
meeting regulatory requirements. These contradictions filtered through the structure 
of the broader organisation.   
Hence, third is the dimension of care practice. Care practice is considered from 
the perspective of Ramadam’s (2013, p. 67) concept of layers of material practice. 
When applied to practice this is understood as the relations between and the practices 
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of care staff that construct the space within which practice occurs. Care practice is 
mediated at the level of agency and exists as an assembly of care staff and residents 
located within the structure of the organisation, the built environment and associated 
relations and interactions. Hence the nature of care practice for people with dementia 
who wander is both a product of and produces time and space wherein the particular 
practices occur.  
 THE PERSON-CENTRED DIMENSION    
The first dimension considers the shift in RACF practice to a more person- 
centred way of organising care. This process of reforming residential care in 
Australia has been evolving since the mid-1980s. Meeting the rights of residents has 
been central to this reform and has been explicitly tied to government funding (Nay, 
Garret & Fetherstone, 2014). As a result, residential providers have philosophically 
moved the standpoint of care away from an institutional, disease focused, custodial 
model and towards a humanistic approach that asserts a person-centered focus 
(Brownie & Nancarrow, 2013). This approach has its origins in the work of Carl 
Rogers (1980) and has since informed work specifically focused on aged care and 
those with dementia (Kitwood, 1993; Chenoweth, 2009, p.510). The philosophical 
position considers individual needs, strengths and preferences when planning and 
organising care (Chenoweth, 2009; Brooker, 2003; Edvardsson, Winblad, & 
Sandman, 2008). This is now fast becoming, as Brownie and Nancarrow (2013) note, 
the expected approach in residential care.  
Thus the shift in the residential care industry is part of an overall cultural 
change that situates the resident as central (Brownie & Nancarrow, 2013). This 
cultural shift has gained momentum within the residential aged sector in Australia 
156 
156  
(Chenoweth, 2009) the United Kingdom, the Netherlands and the USA (Hartmann, 
Snow, Allen, Parmelee, Palmer, & Berlowitz, 2013; Brownie & Nancarrow, 2013). 
Of importance and driving this change is the next generation of residential service 
users, the so-called baby boom generation. According to Brownie and Nancarrow 
(2013) and McCallum (2000), this cohort is conveying strong opinions regarding the 
need for greater choice over care options. As a result, the residential industry is now 
expected to offer a range of options that promote and place the person at the centre of 
care (Brownie & Nancarrow (2013).  
The above is reflected in changes in the way that care is delivered and in 
workplace practices within the RACF. The person-centred focus, as Brownie and 
Nancarrow (2013) suggest, does not diminish an obligation towards other areas of 
practice but theoretically provides an alternative avenue for achieving effective care. 
The current ideal is that all practice is resident focused and its intent is to empower 
and to promote choice, control and familiarity, based upon individual strengths and 
preferences (Hartmann et al., 2013; Ervin, Cross, Koschel, 2014; Fossey et al., 2006; 
O’Connor & Ames, 2008; Edvardsson, Winblad, & Sandman, 2008; Kitwood, 1997; 
Vernooi -Dassen, Vasse, Zuidema, Cohen-Mansfield, & Moyle, 2010).   
Historically, behavioural management has been designed to minimise or 
eliminate behaviour that disrupted care processes in RACFs (Ervin et al., 2014). 
Persons with dementia who wandered, for example, would be controlled through the 
use of physical and chemical restraint. The intent of a more person-centred approach 
is to employ non – aversive strategies to assist with developing more purposeful 
behaviours (Ervin, et al., 2014; Monzier-Cook, Woods & Gardiner, 2010). This 
suggests a more humanistic stance in developing behavioural strategies as the 
starting point for intervention (Ervin, et al., 2014). The argument from Yeatts and 
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Cready (2007) Fagan (2003, p. 125) and Algase et al. (1996) is that newer models 
that address a focus on individuals and need driven behaviour will empower 
residents and care staff alike.   
 PERSON-CENTRED PRACTICE  
While the person-centred philosophy suggests non- pharmacological and 
holistic alternatives to traditional interventions, it is important to note that this broad 
change can be difficult to achieve. A number of authors (Venturato et al., 2011; 
McCormack, 2004; Chenoweth et al., 2009) have explored the role of education in 
translating the philosophical tenets into practice. Yet it is argued increasingly that 
education alone is insufficient to engender such change (Stockwell-Smith et al., 
2011, p.11; Kovach et al., 2005.p, 138; Anderson et al., 2007; Edwards et al., 2003).  
One reason that deems change problematic is that care staff are faced with 
competing interests in the delivery of care and the positioning of residents’ rights and 
preferences as central to practice. These difficulties exist at the organisational and 
practice levels. In relation to the organisation, as Brownie and Nancarrow (2013) 
argue, an effective person-centred care model requires a collaborative ‘whole-of-
facility’ management approach. This means instituting a far less hierarchical 
structure, decentralising care delivery and empowering staff.  
At the level of practice, embracing a person-centred philosophy is dependent 
upon, as Beck, Ortigara, Mercer and Shue (1999) and Yeatts and Cready (2007) 
point out, whether staff respect the persons for whom they care which may give 
credence to an educational approach. Yet, the varying levels of staff providing care, 
including a majority as unlicensed personal carers (Nay et al., 2014), means that the 
complex decision making associated with quality care for those with dementia can be 
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daunting for many who deliver that care (Bernoth & Dietsch, 2014; De Bellis, 2006). 
This is particularly so when, as Bernoth and Dietsch (2014) and De Bellis (2006) 
suggest, residents with dementia have multiple comorbidities and are often without 
adequate supervision from expert clinicians and management.  
Furthermore, the person-centred approach requires staff to be skilled in the 
assumptions underlying this philosophy and this necessitates leadership from 
management to facilitate training and education to construct positive changes in a 
RACF (Hartmann et al., 2013). Resistance to change from RACF leadership, 
however, as reported by Miller, Miller, Jung, Sterns, Clark and Mor (2010), may be   
a significant barrier to the adoption of cultural change. Organisational structures that 
support a collaborative approach to decision making are therefore vital in bringing 
about a cultural shift in care. A contributing factor is that the physical environment 
needs to be more like a home than an institution. Furthermore, care should be largely 
directed by residents and relationships between staff, residents, family members and 
community well developed. According to Miller et al. (2010, p. 67), for 
organisational change to be effective staff need to be empowered to respond 
appropriately to resident needs.  
In addition to the above, the approach is focused on and is staff dependent 
because, as Hartmann et al. (2013) claim, it is staff members who culturally 
transform care in everyday life within the RACF. This may be so but must not 
obscure the importance to the organisation of care of interactions between staff and 
residents and between social structures and these interactions.  
It appeared in the current research that the participants, who were working in 
nursing care teams, were actively involved in regulating resident preferences in all 
aspects of care. This manifested as regulation of the time and location of the 
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activities of daily living and also decision-making on the behalf of residents. These 
practices occurred across all shifts of the participating RACFs. As such, care staff 
both influenced and were influenced by, the structure of care. The participants from 
RACF 3 noted, for example, that it was through their collective actions, interactions 
and processes that they were … able to get things done. This implied that the team 
was focused on the completion of what they perceived were daily routine tasks. This 
does not mean that person-centred care was considered unimportant or ignored. The 
imperative to complete tasks in an effective and timely manner, however, created 
difficulties for the delivery of resident focused care. This points to complexities in 
translating the approach into practice where that practice is constructed around the 
competing interests of the organisation and the residents.   
In other words, time functioned as a regulator of practice which took place 
within temporal frames that were structured by both the organisation and staff. A 
tension arose here where the delivery of person-centred care required staff to be 
flexible and time as the driver of practice appeared to be inflexible. 
The appearance of the above tension was also related to the physical spaces 
within which care work was carried out. Thus the organising principle in practice 
was demarcation of activities by care staff as a strategy to ensure achievement of 
goals. 
The socially constructed relationship with space is where alliances are made 
(Murdoch, 2005, p. 20). Spatiality, therefore, is relational to practice and in this 
research served to achieve a sense of efficacy around task accomplishment. In the 
research context, the spatially situated relationship of nursing care and time ordered 
activities created a tension within practice. The temporal and spatial environment 
restricted the effective delivery of person-centred care.  
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 THE LANGUAGE OF PRACTICE    
A tension surrounding the delivery of person-centred practice was also evident 
in the language of the participants. The tension appeared where the emphasis shifted 
from person-centred care to the management of residents and back again. There was 
a desire to practice person- centred care but at the same time fulfil the tasks of 
practice as defined by the organisation. Hence practice was constrained in the way 
that staff could negotiate as a collective to achieve person- centred care for the 
person with dementia who wanders. Indeed, practice was ultimately viewed by the 
participants through a lens of hierarchical coordination (Reed, 2011) in the RACF 
(Hujala & Rissanen, 2011). This is reminiscent of Weber’s conceptualisation of 
bureaucracy the characteristics of which are a formal hierarchical structure of power 
and authority, a systematic division of labour and formal and largely constant rules 
around decision-making (Weber, 1922/1978). 
The participants were aware of authority, hierarchy and the division of their 
specified tasks and roles. For example, the nurse mangers and registered nurses 
provided detailed protocols for unlicensed care staff to follow. It was also the case 
and unlike the Weberian view above, that while the hierarchical structure of the 
RACF set the temporal tone for practice this was constantly adjusted by the 
collective care group. In other words, the organisation imposed a form upon practice 
(Sjoberg, Gill, & Tan, 2003) that was interpreted by care staff through the physical 
spaces within which care work was defined, organised and reorganised (May et al., 
2009).  
Bureaucracy and hierarchy, as argued by Diefenbach and Todnem (2012), have 
been part of the construction of interactions from the start of social civilisation. 
Nearly all cultures have had subordinates and superiors or those that rule and those 
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that follow (Diefenbach & Todnem, 2012) and this means that there are always 
inequitable social relationships because hierarchies only exist where there are 
advantages for some and disadvantages for others.  
The existence of an entrenched hierarchy explains the focus of the participants 
on conforming to standardised rules. Conformity in groups is achieved, as Sjoberg et 
al. (2003) suggest, through sustaining behavioural norms and rules related to modes 
of care work. Here lies the underpinning of the tension within participant language. 
The participants were committed to person-centred care as individuals and as part of 
a collective. At the same time, however, the actions of the care staff were shaped by 
the need to conform to the structure of the hierarchy of the organisation. This was 
reflected in the constant references to linear time and fragments of time as central to 
the care role.    
Organisational power relationships between care staff and those higher within 
the hierarchy establish forms of interactions that produce and reproduce care 
practices. Furthermore, the hierarchy codifies rules and regulations around practice 
and divides the work, in Weber’s (1922/1978) terms, rationally to facilitate greater 
efficiencies.   
 THE REGULATORY DIMENSION 
The second dimension of the complexity of care refers to regulation. 
Regulation is of importance as the care staff were bound by a regulatory framework 
where industry was overseen by accreditation processes and ACFI requirements. 
According to Venturato, Kellett and Windsor (2007), the elements of person-centred 
care and the demands of regulatory requirements intersect in a challenging way 
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where care staff are required to fulfil the regulatory responsibilities and to perform 
the role of caring in such a way as to accomplish person-centred practice.  
In considering this complexity in relation to the care of those with dementia 
who wander, Yeatts and Cready (2007) and Coburn, Fralich, McGuire and Fortinsky, 
(1996) have noted that over the past two to three decades the RACF industry in 
Australia has been subject to investigations that have highlighted the need for 
improvement in care. As the industry has philosophically shifted from an 
institutional model, there has been an attempt to address practices around the 
behavioural symptoms of dementia. These practices, as Jeon, Govett, Low, 
Chenoweth, McNeill, Hoolahan, et al. (2013) and Tyler and Parker (2011) agree, are 
governed by the accreditation process and directed by the Aged Care Funding 
Instrument (ACFI). According to Low, Chilko, Gresham, Barter and Brodaty (2012), 
accreditation within the residential sector is defined as achievement of a set of 
generic standards by an organisation.  
In Australia, residential aged care is overseen by the Aged Care Standards and 
Accreditation Agency Ltd (ACSAA) with both regulatory audit visits that are 
declared and impromptu visits to RACF sites every one to three years (ACSAA, 
2014). There are four Standards with 44 expected outcomes across these standards as 
the basis for measuring compliance. Care homes must comply with all 44 expected 
outcomes at all times (ACSAA, 2014). In Australia, the accreditation outcome 
standards were introduced in 1987 into residential care. These standards were 
augmented by, in 1998, the Aged Care Standards and Accreditation Agency 
(Courtney, et al, 2007). The agency requires aged care facilities to be accredited for 
the purposes of ongoing government funding. While the Accreditation Standards 
represent a benchmark to which facilities must adhere, clinical standards are only 
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part of the accreditation process and do not necessitate basic clinical outcomes 
(Courtney, 2007).  
Relevant to the current research is the extent to which the standards and 
outcomes are situated as the governance backbone of everyday practice. The 
planning of care is guided by the standards and regulated outcomes. More 
specifically, the overall stated objective of the standards is to promote resident choice 
and preference (Australian Government Department of Health and Ageing, 2009).  
  The ACFI was implemented in care in 2008 by the Australian Government as 
a mean of distributing funding subsidies (Australian Government Department of 
Health and Ageing, 2009). The Government introduced the ACFI to meet the 
funding requirements for people living in residential care. Within the ACFI, there are 
12 care questions separated into three supplements that cover care behaviours and 
complex health care. Some of these supplements have a set of specified assessment 
tools (Australian Government Department of Health and Ageing, 2009). Jeon et al. 
(2013) note that for ACFI assessment requirements, staff gather information on 
medical and behavioural aspects. Subsequent to the outcomes of the supplementary 
questions individual needs are classified into categories as high, medium or low 
(Australian Government Department of Health and Ageing, 2009).  
The accreditation process and ACFI are separate entities and are based on 
administration rather than clinical outcomes. Thus, current concerns are varied, 
according to Bell, Robinson and See (2013), regarding the challenges of the present 
accreditation and ACFI process.  Hamilton and Menezes (2011) argue there is a lack 
of Australian research regarding accreditation and government incentives for the 
residential sector. Baldwin, Chenoweth and de la Rama (2015) agree that more 
164 
164  
routine data collection of care outcomes is required in Australia to inform policy and 
to achieve improved care outcomes for residential aged care consumers.  
In June, 2013, however, the Australian federal parliament passed new reforms 
that included increased funding to residential care designed to improve services 
(Productivity Commission, 2013). A condition attached to the new funding was that 
part thereof be used to improve environmental conditions of residential aged care 
facilities and to enhance the care for people with dementia (Productivity 
Commission, 2013). Over $1 billion was also designated for the improvement of 
conditions for aged care workers (Productivity Commission, 2013). Of particular 
note is that the new reforms focused on consumer directed packages for funding for 
community services which were justified as person- centred preferences that would 
provide people with more control over care options (Productivity Commission, 
2013).  
According to Low, Chilko, Gresham, Barter and Brodaty (2012), consumer 
directed care is about greater choice for consumers and the amount of support for 
care in terms of financial administration and coordination of care and management. 
The accreditation and ACFI processes are premised on the concept of resident 
centred care (Jeon et al., 2013). These processes of governance however, contribute 
to the complexities of care practice and have not been subject to thorough and wide 
ranging assessment (Jeon et al., 2013; Edvardsson, Winblad and Sandman, 2008).   
The above fundamental changes have given rise to a debate over the rhetoric 
and reality of person-centered care delivery. The shift of decision making to 
consumers regarding what care is required is an example. Glasby (2014) argues that 
care recipients may well not understand or be aware of the range of care options 
available. Furthermore, Venturato et al. (2007) note that the influence of the reforms 
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on nursing roles manifests as competing interests around a funding driven method 
and thus between financial efficacy and a focus on person-centred care. Practice 
becomes, as Venturato et al. (2007) argued, a process of ongoing negotiation 
between the regulatory and financial demands and person-centred care. As Venturato 
et al. (2011) have pointed out, despite all the best intentions and the language of 
person-centred care, RACF care remains constructed around routines, rules and 
regulations. 
Of importance to note here, is that care staff attempt to achieve a person-
centred focus but are caught as within a rule bound hierarchical and bureaucratic 
system (Venturato et al., 2011; Robinson & Gallagher, 2008). Yet as noted above, 
education alone is not the panacea. Another suggested strategy from Nay et al. 
(2014) is to invoke a person centred approach to care through the provision of a work 
environment that allows staff to express their concerns regarding practice. Moyle 
(2010) also argues that in order to improve dementia care, the use and distribution of 
research needs to be embedded into care contexts.  
The conclusions of this thesis, however, that any or all of the above will not be 
sufficient to change the realities of practice as dementia care in facilities is complex 
and requires a multidimensional perspective that addresses the broader systems, 
structures and competing requirements of regulation. In the current research, care 
staff worked hard to achieve practice goals within existing rules around modes of 
care work. It was also the case that unlicensed carers were expected to adhere to the 
order of the organisation and to practice within strictly defined rules and social 
boundaries. A divergence from organisational order, as Diefenbach and Sillince 
(2012) suggest, is considered a threat to the social order. 
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 THE HIERARCHY  
Contributing to the complexity of practice was the hierarchical system of 
administration. Aged care organisations are considered in this light as it is at the 
administrative level and in particular the management level, that decisions are made 
(Munroe, et al. 2011) about quality of care. Hence, the RACF environment is an 
institution with limited freedom of choice.  
The combination of hierarchy and regulatory bureaucracy within the RACF 
contributes to the complexities of the organisation of care (Nay & Garret, 2009; 
Brownie & Nancarrow, 2013; Miller et al., 2010). As noted above, the tension is one 
between the structures of achieving person-centred care and the goals of 
accreditation and the ACFI- regulatory process. As care staff attempt to conform to 
the demands of both bureaucracy and person-centred care, practice becomes situated 
within the socially created and competing spatial-temporal set of characteristics. This 
meant that the participants created their own temporal rhythm and spatially situated 
practice as a mediating vehicle in addressing tensions between bureaucratic demands 
and resident needs.  
Care was delivered around a schedule that was based on a collective agreement 
on the efficient organisation of work: Participant 1: I usually try and get them done 
before 6.00 because when they start to eat ... (RACF 2). The same applied to the 
interactions of care staff and space as, Participant 4 noted: ...In the bedroom when 
we're in there doing personal care. (RACF 4). The physical orientation of practice 
was focused on the accomplishment of tasks within regions and spaces. 
Hence it is argued that within the regulatory dimension, practice was 
constructed around three interrelated components; bureaucratic control, hierarchy, 
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and organisation. These components were situated as the focus of practice, the logic 
of practice and the mode in which practice was organised and embedded.  
The focus of practice was on conformity to standardised rules. This was 
achieved through the actions care staff employed to sustain behavioural norms and 
the rules of care work. The logic of practice refers to the hierarchical coordination of 
the collective order (Reed, 2011). Staff became semi-autonomous teams whereby a 
logical order to care was created and defined the spatial and temporal patterns of 
care. In relation to the mode of practice, work was undertaken within the boundaries 
of hierarchical structures and the care staff adjusted practices according to work 
demands. Through the monitoring of tasks, residents, routines and processes a level 
of perceived control was established. 
 THE DIMENSION OF THE MATERIAL LAYERS OF PRACTICE  
Further to the above, the social processes that drive the actions of care practice 
can be considered by employing Ramadam’s (2013, p. 67) conceptualisation of the 
layers of material practice. The material layers of practice are considered as mediated 
through the levels of structure and agency. Care work is positioned as a part of the 
material organisation of a RACF and represented through socially constructed time 
and space (Ramdam, 2013). The practices of care staff simultaneously construct 
space and time within which care work occurs.   
The RACF environment is the context in which care staff work and embed 
practice. This is a physical space that is temporarily bound. In other words, the 
physical spaces of the RACF constituted the space wherein staff, through a 
relationship with time, constructed care practice. Space reflected a place for care 
work and the constitution of roles and routines with a regulatory and financial frame 
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all contributing to the complex elements of care. Time was absorbed and 
manipulated by care staff in order for them to enact their work as a performance. 
These factors made up the material layer of practice that was enacted against a 
backdrop of the competing demands of the broader organisation and the regulatory 
nature of care. 
The care environment was bound within the structure and yet at the same time 
constituted the structure. Care staff were expected, within their scope of practice, to 
complete structured tasks but within a person- centred framework. Thus the care 
teams were bound by the rules of the structure of the RACF which imposed 
administrative and accreditation regulations. This created a collectivity and on the 
surface a mutual agreement of forms of practice. Thus the care teams applied the 
rules of the organisation and also acted as performing agents in delivering care.  
7.7.1 STRUCTURE AND AGENCY  
The structure and agency of practice is centred on the extent to which the care 
team is controlled by, or has control over, the social structures within the RACF.  
Those who engage with the concepts of structure and agency, as for example 
Giddens (1984) and Clifton et al. (2013), generally agree that people positioned 
within an organisation have the capacity to influence and bring about change. Such 
change is not achieved as individual agents but within a collective that is situated 
within a larger context.  
Clifton et al. (2013) suggest that it is important to consider structure as the 
foundation of economic, cultural, social, and political underpinnings that may enrich 
or restrain behaviour. Within this research it was both the structure and the agency of 
staff that produced interactions and thus actions. In other words, structure and agency 
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were interdependent. This duality means, as Giddens (1984) and Clifton et al. (2013) 
argue, that structures are not independent of actions and actions are not independent 
of the structures within which they occur.  
The duality of the structure and agency within the RACF thus manifested as a 
dimension of the material layer of practice. Decisions were made at a structural level 
but these decisions were negotiated and mediated at the level of staff. This is the 
layer of practice. Hence, agency is important here but does not exist in isolation of 
interactions and structure. Hartmann et al. (2013) argue that care staff work as 
individual agents that function towards becoming a collective that can influence 
change to improve practice as within a RACF. But the multiplicity of relations and 
levels of influence create complexity that is not readily addressed.  
To consider this further, the social boundaries of interactions dominated 
practice within the RACFs. Routinely embedded practices and interactions of care 
work were associated with control and order within the organisation of spatial – 
temporal boundaries around staff and residents. This relationship to space and time 
was defined as a hierarchy of care that had bureaucratic characteristics at the 
management and practice levels.  
7.7.2 THE NEGOTIATED NATURE OF SOCIAL ORGANISATION  
Social organisation constantly evolves through interactions and can be 
considered, as Maine (1977) claims, as adjustive processes whereby situations are 
negotiated. It is through a level of negotiated order that the material layer of practice 
is formed out of collective actions. Hence and according to Simmel (1903/1997), 
actions shape outcomes of a situation and this makes meaningful differences within 
the organisation of social life.  
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In relation to the above point it is important to reflect on the ways in which 
social organisation is understood. A structural stance in social organisation posits, as 
Berger (2009) argues, the existence of abstract larger structures that are the cause of 
human interaction and behaviour. The position of this thesis, however, is that human 
action and interaction are always evolving and thus the orientation of dramaturgy is 
insightful in considering the actions and interactions of care staff. Social order does 
not create interactions but rather how people interact in context. 
Berger (2009) and Edgley (2013) suggest dramaturgy is a way of 
understanding human behaviour and interaction that is influential and persuasive in 
the organisation of others. Edgley (2013) notes that understanding how people 
interact is as important as their actions and is the reason that situations are 
constructed through the interaction processes. Dramaturgy provides a lens to 
understand the context of actions as the process of social organisation (Edgely, 
2003).  
 The above argued tenets of social organisation do not exclude social 
institutions, power structures and bureaucracy (Maine, 1977). The negotiation 
perspective, as Maine (1977) and Becker (1982, p. 370) have pointed out, is the 
process of collective action within organisational structures. Similarly, the 
dramaturgy perspective questions not what the social order does to people but rather 
what it does for them. If, for example, an individual staff member did not conform to 
the dominant temporal frame of care and function appropriately, the team would 
become disjointed. In such circumstances the group may impose, in the terms of 
Goffman (1961), a social distance upon those who violate temporal rhythms and 
routines within the team.    
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From the above it can be concluded that actions and interactions are not 
considered as accomplishing a social order but rather constituting order. In turn, this 
is a way of understanding interactions and actions in the care of people with 
dementia who wander. More specifically, care staff were both constituted by practice 
and negotiated practice to achieve social order in the RACF. 
The staff reflexively engaged with the potential impact of behavioural 
symptoms and BSD such as wandering upon social order. It was through negotiation 
within the hierarchy of the organisation of care that the framework of dramaturgy 
was constructed through interaction and practice evolved as a collective and shared 
endeavour. Care staff were limited by the structure of the organisation but as agents 
also sought to negotiate person-centred care for the person with dementia who 
wandered.  
In assuming practice as social, the concepts of space and time and structure and 
agency have enabled an exploration of the organisation of care for people with 
dementia who wander. Care in the RACF was organised through a complex 
interrelationship of social organisation, regulatory bureaucracy and hierarchy and 
was dramaturgically negotiated through staff agency. Staff negotiated care around 
the needs of the social organisation of the RACF. It was argued that, for the 
participants, the use of time was mediated through socially defined temporal frames 
set within a relational spatial structure and it was this process that determined 
practice. The standardisation of routines and the primacy given to schedules were 
underpinned by a regulatory structure that gave rise to a contradiction between 
negotiating the delivery of person-centred care and meeting regulatory requirements. 
These tensions created a contradiction in practice that filtered through the structure 
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of the broader organisation as staff enacted a united dramaturgical performance in 
caring for the person with dementia who wanders.   
 IMPLICATIONS AND RECOMMENDATIONS FOR PRACTICE  
The findings from this research not only contribute to the theoretical 
understanding of the research context but could also be translated into practice for 
the benefit of nursing staff and for people with dementia who wander. The 
implications of this research for practice are twofold.  
First, as noted earlier, one model used in planning care approaches for 
behavioural symptoms such as wandering is the need-driven dementia-compromised 
behaviour model (Algase et al., 1996). This model has been and continues to be 
applied to assist staff understand behavioural symptoms such as wandering (Norton, 
Allen, Snow, Hardin & Burgio, 2010). Algase et al. (1996) state that a central tenet 
of the model is the assumption that behavioural symptoms are a manifestation of 
communication of a need. Algase et al. (1996) also state that need driven behaviours 
include psychomotor restlessness, vocalisation and wandering and also include 
behavioural symptoms related to memory such as repetitive questioning.  
The model is organised around two key factors that contribute to an unmet 
need: background and proximal factors (Algase et al., 1996). The background factors 
in the model are related to general health, cognitive, neurocognitive and the 
psychosocial aspects of the individual (Norton et al., 2010; Algase et al., 1996). 
Proximal factors are more fluid and dynamic and include the social and physical 
environment. Environmental factors, such as the socially constructed setting, play an 
important part in interactions within an environment and as Kolanowski and Litaker 
(2006) suggest, have considerable influence on over behavioural symptoms. This 
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research concluded that both social interactions and social environment within a 
RACF shape the construction of care and thus approaches to behavioural symptoms.  
The current research and the NDM model converge, therefore, in the broad 
dimensions of care. 
 IMPLICATIONS FOR POLICY MAKERS, REGULATORY 
AUTHORITIES, AGED CARE PROVIDERS AND EDUCATION 
PROVIDERS. 
The findings of this research have implications for both regulatory and 
organisational policy makers.  For policy makers the findings may inform regulation 
around the structures within which dementia care takes place and the development 
and implementation of care programs for managers and nursing staff.  
As noted above, the implications for practice are twofold. Hence second, the 
research findings suggest the importance of considering the sociological layer of 
organisational practice for the purposes of education as one of a spectrum of 
approaches that can be employed to reframe practices in RACFs and hence care for 
those with dementia who wander. Critical to any education in this context is an 
emphasis on the social construction of person-centred care within RACFs and the 
social complexities and contributing dimensions of providing care for people with 
dementia who wander.  
This research may be used to support education and to further enhance 
continuous service improvement and to increase commitment to person centred care 
(McCormack, Manley & Titchen, 2013). As the research highlights, an 
understanding of the complexities of the sociological nature of care may be used to 
support change at the material practice layer of care. In translation this means that 
practice development projects would inform, as knowledge building through a lens 
which emphasises the inherent interrelationships between structure and agency in 
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nursing practice in the context of RACF care for those with dementia who wander. 
This interpretation and application is should not be constrained to the research 
context but is relevant to all organisational care situations.   
 IMPLICATIONS AND RECOMMENDATIONS FOR FUTURE 
RESEARCH  
From the above it is concluded that the findings of this research suggest that an 
important dimension of nursing practice is understanding the social organisation of 
care. To date there has been minimal research on the spatial and temporal 
complexities of nursing care (Waterworth, 2003; Hirvonen & Husso, 2012). There is 
a broad range of social theories that have addressed in various ways these conceptual 
ideas (Durkheim, 1893/1912, 1912/ 1995; Marx,1867/1976; Weber,1930; 
Mead,1959; Williams,1961; Thompson,1967; Bourdieu,1977; Giddens,1979; 
Ricoeur,1988; Adam,1990,1995; Gosdon,1994; Urry,1991, 2000; Neary & 
Rikowski, 2002; Flaherty, 2003; Helman, 2005; Edensor, 2006; Jenkins,1996; 
Wagner, 2012; Jones, 2010; Juhila et al.,2015). A more focused area of nursing 
research around space, time and temporality may contribute to care practice for 
people with dementia who wander within the residential aged care setting.  
In relation to this research there are a number of significant implications. The 
first is in understanding that the temporal frames as dictated by regulatory practices 
construct practice. Thus the exploration of spatial and temporal frames provides an 
alternative perspective on practice. It is worthy to consider what care might be 
practiced where the spatial and temporal frames of a person with dementia who 
wanders were determined as equally important as the dominant routine and task 
driven frames. This would require a significant reconceptualisation of care at all 
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levels. Education for nursing staff on its own is thus not a solution to address the 
issues that surround the complexities of caring for the person with dementia who 
wanders.  
A related point is that care is constantly negotiated and renegotiated by staff on 
the premise of restoring order when disrupted by the person with dementia who 
wanders. The participants achieved this through adherence to temporal frames 
shaped by regulatory processes, tradition and the financial exigencies of the 
organisation. This gives force to the point that the temporal and spatial frames of the 
person with dementia who wander and those of the nursing staff do not and cannot in 
the current RACF context converge. It can be argued therefore that care practices 
must be interpreted and critiqued through a completely different lens.  
Finally and in order for effective and progressive change to be achieved the 
broader context that generates the complexities in the organisation of care needs 
more focused investigation. One of the perceived key constructs in changing practice 
and facilitating an effective culture shift to residential nursing practice is a supportive 
organisation (Miller et al., 2010). Yet the current research findings situate the 
organisation, not simply as a supporter of change, but as a critical actor in 
propagating change.   
 STUDY LIMITATIONS 
 As is the case with all research the current study has limitations. A potential 
limitation was the restriction of data collection to the focus group interview. Future 
studies building on the theoretical bases of this work may employ the method of 
observation which would provide more immediate and valuable insight into the 
interactionist and structural features of nursing care in the research context. The SI 
176 
176  
lens that informed the research is potentially limited because the focus is more so on 
the micro-social world. Institutional research work, such as that of Dorothy Smith 
(2005), is compatible with SI but extends the theorising lens to issues of power, 
gender and culture. The bridging of the so called gap between structure and agency 
has long been argued (Giddens, 1979, 1984). Nonetheless, a theoretical frame that 
begins with a focus on the nature of nursing work and extends to the structures that 
rule work would add an important dimension to this research.   
 CONCLUDING DISCUSSION 
This research sought to explore the perceptions of care staff who care for 
people with dementia who wander through the interpretation of socially constructed 
meanings and the actions that flowed from those meanings. This chapter constituted 
the conclusion of the study by addressing the organisational dimensions that 
contribute to the construction of practice and the implications for future research.  
Caring for a person with dementia who exhibits wandering behaviour is 
perceived in residential care as particularly demanding. Hayward, Robertson and 
Knight (2013) claim that in residential facilities this type of work is associated with 
high staff stress, burnout and often sub optimal care outcomes. The current research 
acknowledged, as a concluding point of the literature review, the importance of 
increasing knowledge, understanding and awareness of the context of care for people 
with dementia with behavioural symptoms such as wandering in care facilities.  
An SI approach was drawn upon as informed by James (1890), Dewy (1896), 
Cooley (1902), Durkheim (1912/1995) and Weber (1922/1978) the interactionist 
school of thought Blumer (1969) and Mead (1934) and the dramaturgical school 
Goffman, (1959, 1963,) Berger (2009) and Edgely (2013). The application of an SI 
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approach in the research acknowledged that human actions and interactions are 
constrained socially within a broader organisational or structural context.  
The research concluded that the social organisation of care practice was both 
constructed by nursing staff and constituted the practice of those staff within spatial 
and temporal frames. Three key arguments proposed around the social context of 
care were then addressed in this final chapter. The research encapsulated how the 
social world of the care of those with dementia who wander was constructed and 
acted upon.  
It was argued in Chapter 5 that the social process of interactions in practice and 
the interactional dynamics were set within the constructs of spatial forms. The first 
point of argument was that space is generated by actions and interactions and is 
constructed around socially produced spatially set characteristics (Harvey, 1973, 
1985, 1990, 2006; Lefebvre, 1984). The second argument was that space is therefore 
relational to practice. As a result, relationships and interactions are conducted in 
spaces set as meeting places and here a collectivity towards practice can be created.  
Further to this, relational spaces are created by care staff to build a sense of 
efficiency, identity and framing of practice around task accomplishments and 
allocation. The relational spaces produced by care staff engendered a sense of 
identity that was interrelated with the framing of tasks to be achieved in a timely 
manner and with a sense of social order. 
The concepts of time and temporality were addressed in Chapter 6 as mediating 
factors in the process of the construction of care. The use of time was considered 
through socially defined temporal frames of reference. This was understood as the 
enactment of care activities according to a schedule which determined their temporal 
duration and sequence, or when they were carried out and the order in which this 
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occurred. It was found that temporal orientations constructed care largely as routine 
although with an acknowledgement of the importance of person-centred care.  
Temporal frames were constrained by a need to conform to a structure of care based 
on efficiency measures and a linear definition of time. 
 An exploration of the tension between person-centred care and the reality of 
practice was a key focus of Chapter 7. A second and related dimension was the 
government or regulatory dictates of practice as reinforced by industry processes 
such as accreditation. This dimension also gave rise to a contradiction between the 
delivery of person-centred care and meeting regulatory requirements.  
   A third dimension of care practice considered layers of material practice. The 
material layer of practice is understood as the relations and dramaturgical 
negotiations between, and the practices of, care staff in the construction of temporal 
frames and the relational space within which practice occurred. This material layer of 
practice was mediated at the level of agency and social organisation, the built 
environment and the relations and interactions between these levels.   
 In conclusion and as in this research, the identification of temporal and spatial 
frames in nursing practice in RACFs gives valuable insight into the complexities of 
providing nursing care for people with dementia who wander. An exploration of how 
temporal and spatial frames both constitute and are constituted by the organisation of 
work in the research context provides an alternative perspective that invokes quite 
different approaches to change.    
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Appendices 
APPENDIX A: NEED DRIVEN BEHAVIOUR MODEL (NDB) 
 
THE NEED-DRIVEN, DEMENTIA-COMPROMISED BEHAVIOR MODEL 
(Algase et al., 1996). 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
            
 
 
 
Background Factors 
 
 Neurological 
 Cognitive 
 General health 
 Psychosocial 
Need Driven 
Compromised 
Behaviour-NDB 
 
 Wandering 
 Aggression 
 Vocalisation 
Proximal factors 
 
 Personal 
 Physical 
Environment 
 Social 
Environment 
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APPENDIX B: QUESTIONS FROM THE SEMI STRUCTURED FOCUS 
GROUPS 
• How would you describe the locomoting behaviour of the resident who 
exhibits wandering behaviour?  
• Can you talk about the ways in which you manage a resident who goes into the 
spaces of others?  
• Describe some nursing interventions that you use within your practice in 
response to a resident who wanders.  
• Can you describe how you interact with fellow staff during your care of the 
person with dementia who wanders?  
• Can you talk about the typical every day work of providing care for the person 
with dementia who wanders? 
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APPENDIX C: ETHICS APPROVAL CERTIFICATE 
 
  Date of Issue: 11/11/13 (supersedes all previously issued certificates) 
Dear Mrs Sarah Cope 
A UHREC should clearly communicate its decisions about a research proposal to the 
researcher and the final decision to approve or reject a proposal should be 
communicated to the researcher in writing.  This Approval Certificate serves as your 
written notice that the proposal has met the requirements of the National Statement on 
Research involving Human Participation and has been approved on that basis.  You are 
therefore authorised to commence activities as outlined in your proposal application, 
subject to any specific and standard conditions   detailed in this document. 
Within this Approval Certificate are: 
* Project Details 
* Participant Details 
* Conditions of Approval (Specific and Standard) 
Researchers should report to the UHREC, via the Research Ethics Coordinator, events 
that might affect continued ethical acceptability of the project, including, but not limited 
to: 
(a) serious or unexpected adverse effects on participants; and 
(b) proposed significant changes in the conduct, the  
  participant profile or the risks of the  proposed research. 
University Human Research Ethics Committee 
HUMAN ETHICS APPROVAL CERTIFICATE 
NHMRC Registered Committee Number EC00171 
Project Details  
Category of Approval: 
Approved From: 
Approval Number: 
Project Title: 
Human Negligible-Low Risk 
6/11/2013 Approved Until: 6/11/2016 (subject to annual reports) 1300000560 
The perceptions of staff who provide care for people with dementia living in residential 
aged care in Australia: A two phase study 
Experiment Summary: Explore the perceptions of nursing staff of their 
inte within Residential Aged Care Facilities. 
ractions with people with dementia  
Investigator Details 
  
Chief Investigator: Mrs Sarah Cope  
Other Staff/Students: 
Investigator Name Type Role 
Prof Elizabeth Beattie Internal Supervisor 
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Further information regarding your ongoing obligations regarding human based research 
can be found via the Research Ethics website http://www.research.qut.edu.au/ethics/ or 
by contacting the Research Ethics Coordinator on 07 3138 2091 or 
ethicscontact@qut.edu.au 
If any details within this Approval Certificate are incorrect please advise the Research Ethics 
Unit within 10 days of receipt of this certificate. 
Specific Conditions of Approval: 
None apply 
Standard Conditions of Approval: 
The University's standard conditions of approval require the research team to: 
1. Conduct the project in accordance with University policy, NHMRC / AVCC guidelines 
and regulations, and the provisions of any relevant State / Territory or 
Commonwealth regulations or legislation; 
2. Respond to the requests and instructions of the University Human Research Ethics 
Committee (UHREC);  
3. Advise the Research Ethics Coordinator immediately if any complaints are made, or 
expressions of concern are raised, in relation to the project; 
4. Suspend or modify the project if the risks to participants are found to be 
disproportionate to the benefits, and immediately advise the Research Ethics 
Coordinator of this action; 
5. Stop any involvement of any participant if continuation of the research may be 
harmful to that person, and immediately advise the Research Ethics Coordinator of 
this action; 
6. Advise the Research Ethics Coordinator of any unforeseen development or events 
that might affect the continued ethical acceptability of the project; 
7. Report on the progress of the approved project at least annually, or at intervals 
determined by the Committee; 
8. (Where the research is publicly or privately funded) publish the results of the project 
is such a way to permit scrutiny and contribute to public knowledge; and 
9. Ensure that the results of the research are made available to the participants. 
Modifying your Ethical Clearance: 
Requests for variations must be made via submission of a Request for Variation to 
Existing Clearance Form (http://www.research.qut.edu.au/ethics/forms/hum/var/var.jsp) 
to the Research Ethics Coordinator.  Minor changes will be assessed on a case by 
case basis. 
RM Report No. E801 Version 4      
       Page 1 of 2 
Date of Issue: 11/11/13 (supersedes all previously issued certificates) 
A/Prof Carol Windsor Internal Supervisor 
Conditions of Approval   
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 It generally takes 7-14 days to process and notify the Chief Investigator of the 
outcome of a request for a variation. 
Major changes, depending upon the nature of your request, may require submission of 
a new application. 
Audits: 
All active ethical clearances are subject to random audit by the UHREC, which will 
include the review of the signed consent forms for participants, whether any 
modifications / variations to the project have been approved, and the data storage 
arrangements. 
End of Document RM Report No. E801 Version 4 Page 2 of 2  
University Human Research Ethics Committee 
HUMAN ETHICS APPROVAL CERTIFICATE 
NHMRC Registered Committee Number EC00171 
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APPENDIX D: PARTICAPNT INFORMATION SESSION POSTER 
 
Dementia Care Research 
Project 
My name is Sarah Cope and I am a Professional Doctorate 
research student at Queensland University of Technology (QUT).  
I am looking for voluntary participants who are care staff at 
Carrington Care to be part of a nursing research project on 
dementia care. 
If you are interested in dementia care and in being part of a 
research project on dementia care here please feel free to come 
along to an information session that will be held at the Nursing 
Home to find out more about the research project and how you 
can be part of it. 
The information session will be held on: 
 day, date month, 2013 at xx o’clock 
For further information please feel free to phone or email me: 
 (w) 4723 9400 
 sarah.cope@student.qut.edu.au 
Sarah Cope RN MN 
Professional Doctorate Student 
School of Nursing 
Faculty of Health 
Queensland University of Technology 
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APPENDIX E: PARTICIPANT INFORMATION  
 
 
 
RESEARCH TEAM  
 
DESCRIPTION 
This project is being undertaken as part of Professional Doctorate at QUT for student Sarah Cope. The 
purpose of this research project is to explore the perceptions and actions of nurses caring for people 
with dementia and in particular those people who wander into the spaces of others within a residential 
aged care facility (RACF) environment.  
 
I am interested in talking to you because you have been employed in this facility for at least three 
months and you care for people with dementia. 
 
PARTICIPATION 
Your participation will involve an audio recorded focus group interview with 8-10 of your colleagues 
that will take approximately one to one and a half hours of your time. The focus group interview will 
be held at the facility in a private room at a time most convenient to you and other participants. The 
group will be asked questions such as: 
 
How would you describe the resident who exhibits wandering behaviour?  
How would you describe your feelings and emotions when looking after a resident who goes 
into the spaces of others?  
Describe how your feelings and emotions affect your work and the way you care about these 
particular residents? 
Describe some nursing interventions that you use within your practice to assist the resident that 
wanders. 
 
Your participation in this project is entirely voluntary. If you do agree to participate you can withdraw 
from the project without comment or penalty. Your decision to participate or not participate will in no 
way impact upon your work position or relationship with QUT. Your responses to the focus groups can 
be removed and destroyed from the information collected.  
 
EXPECTED BENEFITS 
It is expected that this project will not benefit you directly. However, it may benefit people with 
dementia who reside in facilities such as yours through the development of a better understanding of 
the interactions between care staff and people with dementia who wander in a RACF. 
 
RISKS 
You may experience some emotional discomfort in participating in the focus group. The researcher 
will be monitoring he groups comfort levels throughout the session. You are free to withdraw from 
the focus groups at any stage. 
The management team at each RACF have allowed time for participating staff to attend the focus 
groups. The groups will be conducted at an agreeable time for each shift. The researcher will be 
constantly aware of participant anxiety and comfort levels throughout the focus groups.  Where there 
is obvious distress a focus group will be stopped. If a participant’s distress continues she/he may 
 
PARTICIPANT INFORMATION FOR QUT RESEARCH PROJECT 
–Focus group – 
“ Staff perceptions of the wandering dementia resident” QUT Ethics Approval Number 1300000560 
Principal Researcher: Sarah Cope – Professional Doctorate student – Queensland University of Technology (QUT) 
Principal Supervisor:  Professor Elizabeth Beattie – Director – Dementia Collaborative Research Centre – QUT 
Associate Supervisor: Associate Professor Carol Windsor – School of Nursing – Faculty of Health – QUT 
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withdraw and will be informed to seek professional emotional support.  The RACF management team 
have allowed for participating staff to attend the focus groups however if a participant feels that the 
focus group is impacting on their work load the participant is free to withdraw. 
 
PRIVACY AND CONFIDENTIALITY 
All comments and responses will be treated confidentially and following transcription anonymously. 
The names of individual persons are not required in any of the responses and any reference to names 
will be deleted from audio recordings and transcripts. The audio recording will be destroyed at the 
completion of the project and the only the researcher and supervisors will have access to the audio 
recording. Please note that it is not possible to participate in the project without being audio recorded. 
Anonymity of all participants will be guaranteed by creating a master list of codes for each response. 
Each participant response will be assigned a code. Names will not be kept. Participants will be not be 
identified. The list of codes will be kept separately from the audio recording and transcripts in a locked 
filing cabinet at the researcher’s home and electronically on QUT password protected mainframe 
drive. Only the researcher will have access to the locked filing cabinet. The main list of names and the 
audio recordings will be destroyed on the completion of the research. The RACFs will be identified as 
RACF 1. RACF 2 and RACF 3. No other identifiers will be applied. 
 
CONSENT TO PARTICIPATE 
We would like to ask you to sign a written consent form (enclosed) to confirm your agreement to 
participate. 
 
QUESTIONS / FURTHER INFORMATION ABOUT THE PROJECT 
If have any questions or require further information please contact one of the research team members 
below. 
 
Ms Sarah Cope  Professor Elizabeth Beattie 
Associate Professor  
Carol Windsor 
47 23 9400 (work)  07 3138 3389 07 3138 3837 
sarah.cope@student.qut.edu.au elizabeth.beattie@qut.edu.au c.windsor@qut.edu.au 
 
CONCERNS / COMPLAINTS REGARDING THE CONDUCT OF THE PROJECT 
QUT is committed to research integrity and the ethical conduct of research projects. However, if you 
do have any concerns or complaints about the ethical conduct of the project you may contact the QUT 
Research Ethics Unit on 0731385123 or email ethicscontact@qut.edu.au. The QUT Research Ethics 
Unit is not connected with the research project and can facilitate a resolution to your concern in an 
impartial manner. 
Thank you for helping with this research project.  Please keep this sheet for your information. 
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APPENDIX F: PARTICIPANT CONSENT FORM 
 
 
 
RESEARCH TEAM CONTACTS 
Ms Sarah Cope  Professor Elizabeth Beattie 
Associate Professor  
Carol Windsor 
47 23 9400 (work)  07 3138 3389 07 3138 3837 
sarah.cope@student.qut.edu.au elizabeth.beattie@qut.edu.au c.windsor@qut.edu.au 
 
STATEMENT OF CONSENT 
By signing below, you are indicating that you: 
 Have read and understood the information document regarding this project. 
 Have had any questions answered to your satisfaction. 
 Understand that if you have any additional questions you can contact the research team. 
 Understand that you are free to withdraw at any time, without comment or penalty. 
 Understand that you can contact the Research Ethics Unit on 0731385123 or 
emailethicscontact@qut.edu.au if you have concerns about the ethical conduct of the project. 
 Understand that the project will include an audio recording. 
 Agree to participate in the project. 
 
Name  
Signature  
Date   
Please return this sheet to the investigator. 
 
 
 
 
CONSENT FORM FOR QUT RESEARCH PROJECT 
– Focus group – 
  
  
The construct of nursing care for people with dementia living in residential facilities. 
QUT Ethics Approval Number 1300000560 
